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means lower dosage... 
rapid absorption... 
prolonged action 


LepeRKYN sulphamethoxypyridazine, Lederle’s unique 
sulpha drug, simplifies sulpha therapy because of its 
outstanding advantages over other sulphonamides. Its low 
1 tablet a day dosage means better tolerance and less like- 
lihood of side effects. Its rapid absorption leads to quick 
diffusion into the b!od . . . its slow excretion rate means 
high therapeutic bic od levels for long periods. LEpERKYN 


provides round-the-clock therapy with one tablet a day. 


1 tablet daily instead of hy 


Tablets of 0.5 Gm. Bottles of 24, 100 and 500 


’ 
LEDERLE LABORATORIES DIVISION Cyanamid oF GREAT BRITAIN LTD, London. wc2 
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Grune € Stratton 


RECENT PUBLICATIONS 








New Books 


METABOLIC DISTURBANCES IN CLINICAL MEDICINE 
Edited by G. A. SMART, B.Sc., M.D., F.R.C.P 
35 illustrations. Ready this month 


THE TREATMENT OF FRACTURES 
VOLUME Ill 
by Lorenz Béhler, M.D. 


The issue of this volume (which includes the cumulative index) 
completes this famous work 


THE KIDNEY: An Outline of Normal and Abnormal Structure 
Function 

By HUGH de WARDENER, M.B.E., M.D., F.R.C.P 

74 illustrations 


NON-TOXAEMIC HYPERTENSION IN PREGNANCY 


Vol. |: 1120 pages, 1721 illustrations 172s. A Symposium edited by NORMAN MORRIS, M.D., M.R.C.0O.G., and J 
Vol. tl: 450 pages, 941 illustrations 123s. McCLURE BROWNE, F.R.C.S.(Ed.), F.R.C.O.G 
Vol. lil: 816 pages, 1699 illustrations 153s. 78 illustrations 


THE EXAMINATION OF WATERS AND WATER SUPPLIES 
MEDICAL MANAGEMENT OF CANCER gp} aly wg emeny 
by H. D. Diamond, M.D. 

This important work is a new title in Grune & Stratton's 
series of Modern Medica! Monographs 
180 pages 40 illustrations 48s. net 


VERTIGO AND DIZZINESS 
by B. J. Alpers, M.D. 

Deals with the symptoms, diagnosis and treatment of vertigo 
and dizziness in a practical fashion, and contains an extensive 
bibliography. Of interest to the neurologist, housemen, genera! 
practitioners and otologists 


51 illustrations 

MEDICINE 

Essentials for Practitioners and Students 
Seventh Edition. By G. E. BEAUMONT, M.A., D.M., F.R.C.P., O.P.H 
70 illustrations 


Important Volumes 
EDEN AND HOLLAND'S MANUAL OF OBSTETRICS 


Eleventh Edition. By ALAN BREWS, M.D., M.S. F.R.C.S.. F.R.C.O.G 
61 plates (12 coloured) and 371 text -figures 


Technique 


128 page 250. net Eighth Edition. By Sir LIONEL WHITBY, C.V.O., F.R.C.P., D.P.H., and C.J. C 
BRITTON, M.D., D.P.H 
PSYCHOPATHOLOGY OF 20 plates (12 coloured) and 125 text-figures 75s. 
COMMUNICATION SEQUEIRA’S DISEASES OF THE SKIN 


Sixth Edition. By J. T. INGRAM, M.D., F.R.C.P., and R. T. BRAIN, M.D., F.R 
63 coloured plates and 426 text-figures 1 


HALE-WHITE’S MATERIA MEDICA, PHARMACOLOGY AND 
THERAPEUTICS 
Thirtieth Edition. By A. H. DOUTHWAITE, M.D., F.R.C.P 


PARSONS’ DISEASES OF THE EYE 
Twelfth Edition. By Sir STEWART OUKE-ELDER, G.C.V.0., D.Se., M.D., E.R 
22 coloured plates and 465 text-figures 


by Hoch & Zubin ‘ 
Contains the Proceedings of the 46th Meeting of the American 
Psychopathologica! Association which was concerned with the 
problems of language and communication which arise in psycho- 
pathological patients. The difficulties of physically handicapped 
adults and children are also discussed 
320 pages 18s. net 


J.& A. CHURCHILL LTD. 


Seventh Edition. By EDWIN WINOLE TAYLOR, M.A., M.D., M R.C.S., 0 
1 





45s. 
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45s. 


63s. 


DISORDERS OF THE BLOOD: Diagnosis, Pathology, Treatment and 
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OSs. 


24s. 


c.s 
45s. 
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— HENRY KIMPTON’S PUBLICATIONS 


SYSTEM OF OPHTHALMOLOGY 
Edited by SIR STEWART DUKE-ELDER, G.C.V.0., M.A., D.Sc.(St. And.), M.D., Ch.B., F.R.C.S 
Volume |: The Eye in Evolution 
10° x 74° xvi+856 pages 902 INMustrations, 15 Coloured Plates, and 350 Marginal Illustrations Cloth Price £6 6s. net 
To be completed in fifteen volumes, this new work replaces the Textbook of Ophthalmology 





New Book Ready September, 1958 





New Book = Just Read 
THE RETICULO-ENDOTHELIAL SYSTEM IN GROWTH AND ; 
TUMOUR FORMATION 
By ROGER WYBURN-MASON, ™.A., M.D.(Cantab.), M.R.C.P.(Lond.) 
10° x 7” 206 Pages 79 Illustrations Cloth Price 42s. net 


In this new work on cancer, it is shown that the cells of the reticulo-endothelial system, in addition to their protective function, also form a link 
whereby the body controls the metabolism of other cells 





New Book Just Ready 


DRUGS OF CHOICE 1958-1959 
Edited by WALTER MODELL, M.D 
93° x 63° 931 pages Cloth Price 95s. net 
This new work reviews drugs in current use, and explains the basis for preferring one drug rather than another 





New Book Just Ready 
PEDIATRIC INDEX 
A Guide to Symptomatological Diagnosis and Current Management 
By EDWIN F. PATTON, ™.D. 
10° x7” 639 Pages Cloth Price €5 1s. 6d. net 


This comprehensive and practical guide begins with the problems as they are presented by the patient and work towards the cause and its 
management 








New Book Just Ready 
A MANUAL OF ELECTROTHERAPY 
By ARTHUR L. WATKINS, M.D 
94° x6" 259 Pages 167 Illustrations and a Coloured Plate Cloth Price 37s. 6d. net 
This book is based on the works of the late Dr. Richard Kovacs, whose lucid style and numerous illustrations have largely been retained. 





134 Gt. Portland Street HENRY KIMPTON London, W.1 


Medical Book Department of Hirschfeld Brothers, Ltd. 
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New NAPT publication 


Preventive Medicine 





Respiratory Disease 


| Although the prominent role played by protective 


| 
| 
| 
General Practitioner | doctors and nutrition experts, there are still many 
| 


one Ge | foods in preventive medicine is fully recognised by 
b members of the public who are not sufficiently 
y nutrition minded to appreciate their significance. 


Cc. H. C. TOUSSAINT | It has been suggested that by spreading more in- 
MRCS, LRCP, DPH 
Consultant Chest Physician, 
Willesden Chest Clinic and Central Middlesex 
Hospital, London 
President, British Tuberculosis Association, 1957-8 


thus be saved. 


A survey of the diagnosis and management of 
three major respiratory diseases, with detailed 


descriptions of 32 individual case histories, MARMITE 
illustrated by 53 X-ray plates. Early diagnosis 


form. 


of bronchial carcinoma is stressed. A section on yeast extract 
bronchitis is included 
| contains 
28 pages Ts. 6d. Riboflavin (vitamin B,) 1.5 mg. per oz 


Niacin (nicotinic acid) 16.5 mg. per oz 
Published by 
THE NATIONAL ASSOCIATION 
THE PREVENTION OF TUBERCULOSIS 
and Diseases of the Chest and Heart 
TAVISTOCK HOUSE NORTH, Literature on request 
TAVISTOCK SQUARE, LONDON, W.C.1 | 


FOR i Obtainable from chemists and grocers 
Special terms for packs for hospitals, welfare centres and schools 








$502 

















Just Published 
the NEW (THIRD) EDITION OF VOLUME III of 


A TEXT-BOOK OF X-RAY DIAGNOSIS 


BY BRITISH AUTHORS. Containing 899 pp., with 802 illustrations. £6 net. 





This volume deals with the ABDOMEN 
Edited by S. COCHRANE SHANKS, C.B.E., M.D., F.R.C.P., F.F.R., Director, X-ray Diagnostic Department, 
University College Hospital, and PETER KERLEY, C.V.O., C.B.E., M.D., F.R.C.P., F.F.R., D.M.R.E., Director, 
X-ray Department, Westminster Hospital, et 

Vol. I Head and Neck, containing 533 pp., with 533 illustrations. £4 10s. net. Recently published. 

Vol. II. Cardiovascular and Respiratory Systems, is in active preparation. 

V IV. Bones and Joints and Soft Tissues, later in 1958. 
H. K. LEWIS & Co. Ltd., 1346, GOWER STREET, LONDON, W.C.1 Phone: EUSron 4282 














Sixth. Edition 


PRINCIPLES OF MEDICAL STATISTICS 
By A. BRADFORD HILL, C.B.E., D.Sc., Ph.D., F.R.S. 


Professor of Medical Statistics in the University of London 
(London School of Hygiene and Tropical Medicine) 


Demy 8vo 3144+ x 10s. 6d. net, plus |/- postage 
Revised and enlarged (containing a new chapter on Clinical Trials and 16 pages of random 
sampling numbers) 


The Lancet Limited, 7, Adam Street, Adelphi, London, W.C.2. 














| formation on food values, a considerable amount 
of illness might be avoided, and public money could 


A useful protective food—and one which is popular 
| with old and young alike—is Marmite. It supplies 
| the essential B vitamins in a convenient, appetising 





MARMITE LIMITED, 35, SEETHING LANE, LONDON, E.C.3 
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A new chemotherapeutic agent developed in Hungary for the treatment of malignant neoplasms 


‘“DEGRAN O Ly” bBrano MANNOMUSTINE 
(B.C.M.) 
7 CRO RI SRS oo PR ° oe aS NN RR EL 


Arrangements have been made with the Hungarian authori- Carcinome and Sarcoma DEGRANOL is being used experi- 
ties for the general availability for the first time in this mentally in Hungary for administration before and after 

yuntry of a new type of cytostat. This product was first surgical treatment especially in gastric, intestinal and rectal 
prepared by Dr. L. Vargha of Hungary by linking nitrogen cancer, to prevent tumour cells from being spread by the 
CUstens WEE mannii to Seems FP-nis-(bete-chiloroethyl- operation. In non-operable cases palliative effects have been 


amino )-1,6-desoxy-D-mannitol-dihydrochloride (known to 
; obtained with DEGRANOL in a number of cases, with relief 
research workers as B.C.M 

from pain, gain in weight and subjective improvement. 





The product strongly i ts proliferating lymphocytes and 

it is also being y igate ° 

: -— eing investigated for sa enna see Toxicity, side effects, etc. DEGRANOL has been exhaustively 
its effect on metastasising tumours > 


tested clinically in Hungary and is now undergoing large 





Extensive clinical investigation in : 2 
: ‘ HO-C-H scale controlled clinical trials in this country. When used 

Hungary shows it to be of particu- 
' . accordance with instructions DEGRANOL is remarkably 
lar interest in the treatment ot:— HO-C-H . 
2ucl free from side effects. It is less toxic than nitrogen mustard 

Chronic Lymphoid Leukaemia, 
H-C-OH and the large doses needed are well tolerated 


Chronic Myeloid Leukaemia, 


Lymphadenoma, H-C-OH - 
Administration DEGRANOL is available in the form of 50mg 

Lymphosarcoma, 

H,C-NH-< ( npoules, and ‘ istered by venous inje on. 

Reticulosarcoma, Myeloma. - H,-CH,;Cl ampoules, and is admir ed intravenous injection 


Full information terature, reference et upplied on application the le U.K. distributors for CHINOIN, BUDAPEST 


Leda Chemicals Limited (Pharmaceutical Division) P.O. Box 500, Berk House, Portman Square, W.1. Tel: Hunter 6688 


Supp ire an de btained from the above or through the usual distributive channel 











For the treatment of haemorrhoids, pruritus ani, and inflammatory eczematous lesions in the anal region. . 


Hematrix Ointment Pees 


lesigned for the ir 








progressive 
i varicose 








by mild antaci action 
HEMATRIX acts effectively 
and > the disap 
pearan f s. Hema 
trix Ointr I a tube with 
an f 1Sse€ and 
cont 

BENZ % ALUMIN. OXIDE 

ZIN 6 BALSAM PERU 25% 







aalies i Mematrix 
se 76 4 


Suppositories 


An alternative method with the inclusion of Bismuth Sub- 
gallate and Resorcin in the formula gives added value in 
pruritus and sepsis. Also gives maximum relief from pain 
and itching. The distinctive straight-sided, conical shape 
l d for giving prolonged contact with the anal 
anal, a greatest ease of insertion. The more gradual 
jlacement of the orifice so permitted is of marked 
enefit where fissure is present. 
1 Suppository is plaquetted in transparent acetate and 
upplied in boxes of 12. 


S Maw Son and Sons Limited * Barnet - England 
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Both prescribable on 
E.C.10. (Category 4) 
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the external auditory meatus has, in 
attendance by the patient for diagnosis 
table loosening agent, and a second 


which case patients themselves 


rations and may be prescribed 
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EAR WAX Removed this easy way 


i few days later for syringing 
wax can be removed in most 
can be instilled into the ear 
to, the soft cerumen dissolves 
wax can then be removed by 
The wax may even be found 


ybviating further attendances 
ind harmless to the lining of 
or the tympanic membrane 
the M.O.H. classified list of 


on N.H.S. Form E.C.10 


EAR DROPS 


for the easier removal of wax 


r irself and have not received recently 
write or telephone direct to 
91, AMHURST PARK LONDON N.16 Telephone : STAmford Hill 
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an important announcement 


concerning: 


PLAQUENIL 


Trade Mark 
The least toxic of the 4-aminoquinolines, Plaquenil has 
been shown to be effective and much better tolerated than 
previous drugs for the treatment of lupus erythematosus 
and other collagen diseases, including rheumatoid 


arthritis for which it is now under extensive trial. 


The 400 mg. uncoated tablets previously available 
have now been replaced by sugar-coated tablets, 


each containing 200 mg. hydroxychloroquine sulphate. 


PACKING: Tablets of 200 mg. Plaquenil (hydroxychloroquine 
sulphate), in containers of 100 and 500. 


A review of the literature available on Plaquenil sent on request 


Bayer Products Limited 


Kingston-upon-Thames, Surrey 


zam<>w 


Associated exporting company: Winthrop Products Ltd 
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Porous Elastoplast 


for gaping abdominal wounds 


The edges of gaping appendix and abdominal 
wounds after laparotomy can be approximated by 
the use of porous Elastoplast prepared in the 
following manner. From a 3-in. or 4-in. wide 
porous Elastoplast bandage cut two pieces which, 
when stretched, are long enough to reach round 
two-thirds of the circumference of the body. 

A transverse slit is made in one piece of the 
plaster so that when applied the hole lies near the 
inner edge of the wound. 

The other piece, after anchoring to the opposite 
of the back, is pulled through the slit and when the 
correct tension is obtained it is adhered to the 
fabric of the porous Elastoplast beneath. 

The edges of the piece put through the hole 
should be turned in to prevent sticking to the sides 
of the hole. The edges of the hole may also be 
turned in by making an additional short length- 
wise cut at each end of the slit. The tapered 
opposing piece can then be pulled through without 
sticking and secured with a piece of adhesive 


plaster as illustrated. 





& NEPHEW LIMITED + WELWYN GARDEN CITY «: HERTS 


Elastoplast 


ELASTIC ADHESIVE BANDAGES (POROUS) B.P.C. - 
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Even in obstinate cases 


PHENYLMERCURIC NITRATE — the active 
ingredient in Aero-Ped—has proved highly 
effective in the treatment of tinea pedis 
and other fungus infections. 

Rapid therapeutic response is assured by 
its powerful bactericidal and fungicidal 
properties which are combined with low 
tissue toxicity. Bacterial decomposition 
of perspiration is inhibited and itching 
and irritation prompily allayed. 






FUNGUS INFECTIONS 


iy 4 Ao 
aa a t 
4 
sie a P.MLN. 


** it has served to procure the maximum 








PRESCRIPTION 


yee vie 3 number of clinical cures in the minimal 

pene ag egy space of time. A very widespread outbreak of 
HOSPITAL SIZES edpidermophytosis in the Durham coalfields was 
Ointment 8 oz. jar speedily controlled and absenteeism on 

Powder 1 lb. tin 


account of incapacitating and painful foot 
rashes was reduced to infinitesimal numbers.” 
(Brit. Med. J. (1948) ii, 620) 


Literature and 
samples on request 
Basic N.H.S. for 
Prescription Packs for fungus infection 

AERO-PED OINTMENT 

Active constituent 0.05% (w/w) phenylmercuric 
nitrate in a water-miscible emulsion base. 


Ointment 26 
Powder 3- 


Basic N.H.S. for 


Hospital sizes 
Ointment 8 /- . - 
Powder 6) against re-infection or where dry treatment 


No Purchase Tax 18 preferred 
AERO-PED POWDER 
Containing 0.1% (w/w) phenylmercuric nitrate. 


AERO-PED LTD., 35 BESSBOROUGH PLACE 
LONDON S.W.1 - Telephones ViCtoria 0576/8 








PRESCRIBABLE ON E.C.10 AND EXEMPT FROM PURCHASE TAX 
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Carlo Erba’s Milan plant 
or the production 


of chloramphenicol. 


Carlo Erba’s 
lvophilization plants 
are also the biggest 

hi Europe. 

They are used 

in the manufacture of 


KEMICETINE SUCCINATE 
the original 


water-soluble 
chloramphenicol. 
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~ 


can cause 
allergic dermatoses 


‘HYDROMYCIN LOTION’ or 


(Hydrocortisone plus Neomycin) 


‘HYDROCORTISTAB LOTION’ 


(Hydrocortisone) 


provide prompt relief 






Detailed literature gladly sent on request 
BOOTS PURE DRUG CO. LTD. * NOTTINGHAM + ENGLAND 


~ 
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All Through The World 


Sera 


Vaccines SCLAVO | 


PHARMACEUTICAL SPECIALITIES 


Toxoids DIAGNOSTIC AGENTS 


eee ee 


“LIOVAXS” (Freeze-dried smallpox vaccine) 





Istituto Sieroterapico e Vaccinogeno Toscano 


**“SCLAVO”’ 


Prof. Dr. Domenico d’Antona Siena, Italy 


Direttore: 
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Many diabetic patients have now been 
stabilized on Rastinon tablets and in- 
evitably other diabetics are wonder- 
ing if they, too, can look forward to 
“treatment without injections.” It has 
been estimated that about a quarter 
of all 


insulin in one clinic in Great Britain 


diabetics at present taking 


could be well controlled on Rastinon 
instead. (Lancet, 1957, 2, 125) 
SELECTION AND STABILIZATION 

The suitability of a patient can readily 
be determined in the diabetic clinic 
where selection and stabilization are 
easily carried out. For those patients 
found to be suitable, Rastinon tablets 
provide a safe and effective form of 
therapy. No cases of proven dys- 


haemopoiesis or other serious side- 


10 
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RASTINON 


THE 


ORAL TREATMENT 
OF DIABETES 























effects due to the drug have been 
reported. 


A SIMPLE AND ECONOMICAL 
TREATMENT 


From | to 4 tablets a day are nor- 
mally all that is required in suitable 


ANNOUNCEMENTS 
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suitable for oral diabetic treatment? 


patients to replace the insulin. The 
usual regime of urine examination 
and dietary control remains neces- 
sary. The basic price to the National 
Health Service as dispensed from a 
500 tablet bottle is 2.97d. per tablet. 
PACKS 

Bottles of 100 and 500 tablets. Each 
tablet contains 0.5G of N-Butyl-N'- 
(tolbut- 


amide). Fuller information on selec- 


toluene-p-sulphonylurea 


tion and stabilization of patients, and 
references to the published work, on 
request. Rastinon tablets are made 
in England and are available in U.K 


exclusively from: 


HORLICKS LIMITED, SLOUGH 
Distributors in the United Kingdom for 


HOCHST PHARMACEUTICALS LIMITED, SLOUGH 
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ROUTINE URINE TESTS 


— reliable, quick, no external heating — 











A NEW COLOUR TEST 


For PROTEIN ALBUSTIX 


reagent strips 


For BLOOD_________s__. OCGULTEST 


reagent tablets 


For GLUCOSE. === CLINISTIX 


reagent strips 


For BILIRUBIN. ICTOTEST 


reagent tablets * 


For KETONES____ == ACETEST 


reagent tablets 











...and, of course, for reliable estimation of 


SUGAR... == CLINITEST 


reagent tablets 


Range of six simplified urine tests for General Practitioners, 

hospitals, clinics and laboratories. 

Please write for illustrated leaflet and references. 

‘Acetest’ and ‘ Clinitest’ are available under the N.H.S. on Form E.C,10., 
(See drug tariff) 


AMES COMPANY (Lonpoon) LTD. 


NUFFIELD HOUSE, PICCADILLY, LONDON, W.|! Telephone: REGent 5321 


& 
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atarax 
and 
peptic ulcer 


An interesting suggestion 


\ 


R 
ecently published evidence has suggested 


rax may be of value in the treatment both of 


peptic ulcer patients and of those whose predisposition 
to excessive worry might lead to the development of 
pept ulcer 

Although by no means conclusive, the evidence 
that 


, ' 
suggests t 


1) addition to its action in reducing worry, 
Atarax has a favourable effect on gastric hypersecretion 


26 patients: La Clinique (1957) 513, 473. 

Atarax, 75 to 100 mg. daily in divided doses, was 
adn stered to 26 patients together with conventional 
omparison of an earlier series of 37 ulcer 
patients receiving only standard therapy with those 
yiven ATARAX adjunctively revealed that clinical and 

adiological response was significantly better in the 
latter group 


Six dogs: Pre-publication communication made to the 
Belgian branch of the Société de Biologie, Brussels 
(1956). 

Small doses of hydroxyzine (Atarax) (5 mg. kg.) produce 
a significant reduction of the hypersecretory effect 


25 patients: Personal communication (1957). 

Tests in a series of 25 patients show that there is ‘a 
definite and distinct lowering (of both volume of sec- 
retions and of free hydrochloric acid) in the majority 
of patients 


PFIZER PHARMACEUTICALS 


Vanufactured at Sand / 





153200 
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“Here’s a health 


His Allergy!” 
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Etfervescent 


Sandosten ;-apicts 


BY 


25 mg. thenalidine tartrate 
0.579 g. calcium lactate 


0.794 g. calcium gluconate 


Samples upon request 


SANDOZ 


anti-allergic, anti-pruritic 


The effervescent anti-allergic drink 





Sandoz Products Limited 


23 Great Castie Street 


London, W.1 
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This man has Parkinsonism 





but he aiso has 


ARTAN 


. 
TRIMEX YPHENIDYL REGO. TRADEMARK 


The classic treatment for postencepnhalitic, 
arteriosclerotic and idiopathic Parkinsonism 





ELIXIR 2mg. per 5cc. Bottles of 16 fi. oz. 
TABLETS 2mvz. and 5me. Bottles of 100 and 1,000 
ay ae aN 
monte Ss 
= <WYANARE ID > 
SYLV ie , 
ee 


: 
LEDERLE LABORATORIES DiVIisSIiton (yanamid or GREAT BRITAIN LTD, London. WC2 
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ATHLETE’S FOOT 


and other superficial mycotic infections 





‘“Glyped’ Cream provides an entirely new mode of attack 


“Glyped’ Cream offers a new approach to the control of 
Athlete’s Foot and other superficial dermatophytoses. It contains 
glyceryl triacetate, which provides effective antifungal therapy 
by means of a self-controlled enzyme action on the skin. Free 
fatty acid is released and maintained at a constant level within 
a pH range of the optimum therapeutic effect and this is non- 


NON-IRRITATING 


NON-SENSITISING 


ODOURLESS 


irritating to the tissues even over long periods. PO, a ee 


The clinical effectiveness of ‘Glyped’ Cream against a 
number of common dermatophytic conditions has been con- 
firmed by workers in the Dermatological Department of the ‘Glyped’ CREAM 
University of Wisconsin, U.S.A.* THADS MARE 
‘“Glyped’ Cream contains 25%, glyceryl triacetate in an 
emollient cream base. Literature and further information are : ' , 
Manufactured under licence from Wisconsin 


available on request. Alumni Research Foundation; patent appli- 
*A.M.A. Arch. Dermatol (1956). 74. 73. cations pending. 


Issued in 25 gramme collapsible tubes 


Made in Great Britain by IMPERIAL CHEMICAL INDUSTRIES LIMITED Pharmaceuticals Division Wilmslow Cheshire 


Ph.& 36 
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in 
nervous 
dyspepsia 
and 
smooth 
muscle 
spasm 


SARDASE® with its antispasmodic, 





sedative and amylolytic action, 

presents a comprehensive therapeutic 

approach to the probk m of visceral spasm; 
belladonna alkaloids to relieve spasm, 
phenobarbitone to relax nervous tension 

and Taka*-Diastase to assist starch digestion. 
Bardase has proved its value in the relief 

and management of gastro-intestinal 
disturbances, particularly in nervous dyspepsia. 
Bardase may also be a useful adjunct in the 


treatment of peptic ulcer and ulcerative colitis, 


BARDASE 





*TRADE MARK 


SPASMOLYTIC SEDATIVE 
DIGESTIVE AID 


Bardase Tablets: in bottles 50 and 500 


Bardase Liquid: in bottles of 4 and 16 fl. ozs. 


tA 
‘lp: PARKE, DAVIS & CO. LTD. (Inc. USA) 
* EEB* Hounslow, Middlesex. Telephone Hounslow 2361 


*« a? 
1016 
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COMBINED 
SEDATIVE ANALGESIC 








for ANXIETY, STRESS & INSOMNIA 


SEDUMAX was formulated to provide the physician with an 


effective and innocuous therapy for patients suffering from stress, 


anxiety and insomnia, particularly where these symptoms are 

P »P ymp Formula: Each 
accompanied by mild pain. Carbromal and Bromvaletone were onbiiie eiatalinks 
chosen because of their known value in inducing sedation in Carbromal . 120mg. 
anxiety tension states. They are also non-habit forming and there Bromvaletone 120 mg. 


is little risk of toxicity. Phenacetin was included for its sound Phenacetin . 180mg. 


analgesic properties, Vitamin B,—Aneurine Hydrochloride—for Aneurine 
, : ‘4 Hydrochloride 2 mg. 
its known value in the treatment of neuritis of pregnancy and 


the associated stress symptoms commonly experienced during ny en 


gestation. medication : 


Therapeutic Effect one tablet t.d.s. 


SEDUMAX has the following attributes :— 
For Insomnia : 


I. Effective and innocuous sedation. 2 Non-habit forming. ies esitiee on 
3. Relief of mild pain. 4 Adaptive capacity not impaired. be taken on 
5. Low dosage. retiring. 
In cases of emotional stress a dosage of one tablet t.d.s. brings 

Packs of 50 
about a reduction of tension without the patient’s adaptive and tax free 
capacity for meeting the stresses of everyday life being affected. dispensing packs 
SEDUMAX is particularly valuable as a sedative analgesic for the of 300 tablets. 


Basic N.H.S. Cost, 


relief of insomnia due to mild pain in a host of medical condi- 
25 tablets r/r0}d. 


tions, pre-menstrual tension and other common symptoms 


of stress. 


CALMIC LIMITED ° Crewe: Crewe 3251-5 
London: 2 Mansfield Street W.1* Langham 8038-9 
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SUPPRESSES ACID SECRETION 





All day and all night control of gastric acid in 
peptic ulcer is made possible by a dose of NACTON 
3 times a day—and one at night. 


NACTON selectively reduces gastric secretion 
by 50 to 70%, providing fundamental, 
long-term and specific control of hyperacidity, 
not merely relief of symptoms. 


in peptic ulcer _--_— = —-——=—|—- 


2 mg. of (1-methyl! 2-pyrrolidy!) 


EACH 

TABLET methyl benzilate methyl] 
CONTAINS methosulphate 

PACKAGES 50 tablets 4s. 4d. 
& BASIC 


N.H.S.COST 250 tablets 20s. Od. 


Gp * PRODUCT OF BRITISH RESEARCH 


oe L. BENCARD LT D. PARK ROYAL, LONDON, N.W.10 
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e1ave & ww wss on Seer $06 Uiley CAPCvemtsvere The 
inore I faw of the great powers of this plant, the 
more it feemed neceffary to bring the dofes of it to 
the greatelt.polfible accuracy. * “0 42" a0 “S% 


tag-a20a pet Qpn-- —Srtr *eer4e gene - William Withering, M.D., 1785 


‘The great powers of this plant” 
are brought to the physician of toda) 
in the form of the pure crystalline cardiac glycoside 


lanatoside C — 


Cedilanid 
! BY SANDOZ 


combining all the classical actions 
of Digitalis leaf with “the greatest 


possible accuracy of dosage,” 





rapid onset of therapeutic action, 
and rapid elimination to ensure 
that the effects of overdosage 


are short-lived. 


TABLETS 0.25 mg. lanatoside C 
SOLUTION 1 ml. (approx. 30 drops) contains 1 mg. lanatoside C 
AMPOULES 2 ml. contain 0.4 mg. dese.cetyl-lanatoside C 





Sandoz House 
Sandoz Products Limited 23 Great Castie Street 


London W.1 
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For 
AN INJEGTION-FREE FUTURE 
IN PERNIGIOUS ANAEMIA 


SCHERER REET EEE EOE eEEe 


PPH20/58 
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DUSTIWVI 
vitamin 
B12 PEPTIDE 


complex 


AN ORIGINAL PRODUCT OF DC(B)L RESEARCH 














e efficiently absorbed after oral ‘DISTIVIT’ oral vitamin Biz PEPTIDE complex 
administration should not be confused with mixtures of 
e clinically as effective as injection crystalline vitamin Bi2 with intrinsic factor 
of crystalline vitamin Bi2 or other absorption additives. 
e free from toxicity; no unpleasant taste ‘Distivit’ 20 . 
‘DISTIVIT’ brand vitamin Biz peptide com- Each scored tablet contains 20 micro- 


plex, backed by clinical investigation,* is grams combined vitamin Bi2 in the form 
of a peptide complex. 


an oral preparation that is efficiently Tubes of 25 and bottles of 100 tablets. 
absorbed and which restores the normal 


blood picture in pernicious anaemia as 


‘Distivit’ 100 
ff d d ; Each tablet contains 100 micrograms of 
effectively and consistently as does crystal- vitamin B12 in the form of a peptide 
line vitamin Bi2 administered by the par- complex. 


enteral route. Bottles of 100 and 500 tablets. 


Basic cost to N.H.S. of 12 tablets from dispensing pack of 100—Is. Ojd. and 2s. 7$d. respectively. 


‘D f STIVIT’ AN ORIGINAL PRODUCT OF (aly RESEARCH 
\ 


*The Oral Treatment of Pernicious Anaemia : A New Approach."’ Lancet (1958), 1, 982. 


THE DISTILLERS COMPANY (Biochemicals) LIMITED 
BROADWAY HOUSE, THE BROADWAY, WIMBLEDON, LONDON S.W./9 
Telephone: Liberty 6600 


Owners of the trademark ‘Distivit' 


HS COPS SSEOESEESESESEEEEEEEEESSEEEEEEEEEEEEOEESESE EE OEEOE ESOS SEEEEEEESEESEOESEEEESEEEEEEHEESEEEEESOEEESESEEOEEEEOEEEEEEEOS 
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Prednisone 


DECORTISYL x \ 






activity 

@ Superior therapeutic effect 

@ Little or no sodium and water retention. 

@ Often succeed when cortisone or hydrocortisone 
has failed, or because sodium and water 
retention have occurred 


@ Equal and interchangeable. 


Z Packings: Scored tablets of | mg. — Bottles of 100 
Scored tablets of 5 mg. — Bottles of 30, 100 and 500 


wz 
o 
S 


MALLLLILLLLLLLLLLLLLLLLLLLLLLL 


LONDON, N.W.10 
LADbroke 661! 
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where 
antacids 
alone are 
unsatisfactory 














RELIEVES SPASM 


“Merbentyl’, an anticholinergic 

with virtually no belladonna-type 

side effects, effectively relieves the spasm. 
By decreasing peristalsis the antacids are 
enabled to exert their neutralising 

effect for a prolonged period. 


REDUCES ACIDITY 


Short acting magnesium oxide and 
long-acting dried aluminium hydroxide 
gel combine to provide the ideal 
antacid. There is no constipation 

or laxation. 


>. oy OP. C@.~ is Da © 





does four 
good things 
in the relief 
of peptic 
ulceration 








PROTECTS MUCOSA 


Methylcellulose, a demulcent, 

is included to protect the damaged 
mucosa from further irritation by the 
gastric contents. 


INHIBITS EXCESS ENZYME ACTION 


Sodium lauryl sulphate inhibits 

the proteolytic enzymes lysozyme 

and pepsin. Excess lysozyme 

is frequently present in the vicinity of a 
peptic ulcer. 


a 


( “Merrell ) 


Research 
edad ce 


ee 


‘Kolantyl’ is available as tablets and gel. Each tablet or 10 c.c. 


of gel contains: 


Dried Aluminium Hydroxide Gel 


Magne sium Oxide 


*Merbentyl’ (dicyclomine hydroc hloride) 


Methylcellulose 
Sodium lauryl sulphate 


400 mg 
200 mg 
5 mg 
100 mg 
25 mg 


Convenient rolls of 12 tablets in cartons of four or twenty rolls. 
‘Kolantyl’ Gel in bottles of 12 fl. oz. The basic N.H.S. costs are 
5s. and 23s. 4d.; of the gel, 6s. 4d. Purchase Tax additional. 


2 tablets or 4 teaspoonfuls of gel three or four times daily. 


Kolantyl’ and ‘Merbentyl’ are registered trade marks of the Wm. S. Merrell Company. 
Distributed in the United Kingdom and Irish Republic by 


RIKER LABORATORIES LIMITED 


LOUGHBOROUGH -: LEICS. 
23 
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New! simple HAY FEVER treatment 


PREDSOL 


NASAL DROPS 


produce a distinctive 
clinical response 
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Predsol Nasal Drops are a stable, crystal-clear, true 

aqueous solution of 0.1 °/, prednisolone phosphate, Py 
the most soluble prednisteroid. Two thousand times 

more soluble than hydrocortisone, or prednisolone 

itself, Predsol achieves the most rapid and most 

thorough contact with affected tissues after topical 
application, so producing maximum therapeutic 

effect. 


* Brit. Med. F., 1958, 1, 969. ze 


Re bi, Pe Meets Gradual 3-stage relief 


b Relief of nasal obstruction 


Episodic attacks become milder and 
6 shorter, then cease. a & 


Threshold of irritability of nasal mucosa 
& gradually returns to normal. 





Simply administered. Two drops instilled into each 
nostril four times a day produce a distinctive clinical i 
response in most cases of hay fever. ; 





Predsol Nasal Drops are issued in bottles of 10cc. 


OL the most soluble prednisteroid | 





GLAXO LABORATORIES LTD., GREENFORD, MIDDLESEX. BYRon 3434 
Makers of ALL you need for corticoid treatment 
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A NORMAL ROUTINE MAINTAINED 
. in early pregnancy 


‘AVOMINE 


The long acting anti-emetic 


‘Avomine’ is supplied as tablets of 25 mg. (each containing 


the equivalent of about 14 mg. promethazine.) 


MANUFACTURED BY 
MAY & BAKER LTD 


MA 4962 


in M&B brand Medical Product 


DISTRIBUTORS PHARMACEUTICAL SPECIALITIES (MAY & BAKER) LTD - 


cian." 


DAGENH 





AM 


.e7) 
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Most efficient oral penicillin available ! 





Introducing 


26 





DOSAGE 


PACKINGS 


DOSAGE 


PACKINGS 





POTASSIUM PENICILLIN V TABLETS 


“Icipen’ 300 presents penicillin V potassium salt —the most efficient 
oral penicillin available today. It is rapidly and reliably absorbed; 
therapeutic levels are attained in fifteen minutes and peak concen- 
trations are reached within thirty minutes. Clinical results are com- 
parable to those obtained with intramuscular penicillin G. 

“Icipen’ 300 is ideal for all infections due to penicillin sensitive 
organisms, including many conditions previously requiring injections 
of penicillin. 

The adult dose of ‘ Icipen’ 300 is one tablet three or four times a day. 
Each scored tablet contains the equivalent of 300 mg. penicillin V 
as potassium salt. 

Containers of 12, 100 and §00 tablets. 





and‘ icipen’ ension 


TRADE MARK 


A pleasantly flavoured preparation, particularly suitable for children 
and elderly patients. Each teaspoonful (3.5 ml.) of prepared ‘ Icipen ’ 
Suspension contains 150 mg. penicillin V (as calcium salt). 

The adult dose is two teaspoonfuls three or four times a day. 
Children should be given propertionately less. 

Bottles of 2 fl. oz. (when dispensed). 


IMPERIAL CHEMICAL INDUSTRIES LIMITED 


PHARMACEUTICALS DIVISION WILMSLOW CHESHIRE 
Ph.833 
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“RAUWILOID? 


is essential 
for Hypertension 


‘Rauwiloid’, a purified and standardised fraction of 

Rauwolfia serpentina alkaloids, can be considered a basic 

treatment for hypertension. It lowers blood pressure more 

effectively than phenobarbitone or its combinations with 

theobromine and is less likely to cause depression than 
reserpine. 





IMPORTANT 


. 

Rauwiloid’ may require more than a week for a signi- 
ficant anti-hypertensive effect to develop. Any previous 
treatment, particularly barbiturate, should be gradu- 


ally reduced over this period. 











Im Mild to Moderate Hypertension 


In most cases ‘Rauwiloid’ will provide adequate control by itself. 
Combination therapy is not necessary. 


in Moderate to Severe Hypertension 


When a greater hypotensive effect is required, ‘Rauwiloid’ should be 
combined with veratrum in the form of ‘Rauwiloid + Veriloid’. 
‘Veriloid’ is a biologically standardised alkaloidal extract of Veratrum 
viride. Such a combination with ‘Rauwiloid’ enables adequate doses of 
veratrum to be given for a satisfactory hypotensive response. 
(See detailed literature). 


im Severe or Malignant Hypertension 


‘Rauwiloid’ used in conjunction with ganglionic blocking agents 

enables a smaller dose of the more potent medicament to be used, 

thereby minimising side-effects and decreasing the tendency for 
tolerance to develop. 


‘Rauwiloid’ is available in 2 mg. tablets in bottles of 6O and 500. 
Dosage, two tablets at night. 


*‘Rauwiloid’ and ‘Veriloid’ are registered trade marks 


Registered Users 
RIKER LABORATORIES LIMITED 
LOUGHBOROUGH, LEICS. 
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mild sedation 


WITH 


nutritional support 


[ue debilitated patient, whether recovering from severe FORMULA 





Each tablet contains 
illness or operation or suffering from a chronic disease, is 


Aneurine hydrochloride B.P. 5 mg 
— : 3 ) 6 
greatly benefited by the addition of nutritionally generous Riboflavine B.1 5 mg 
Pyridoxine B.P.( 2 mg 
supplements of vitamins of the B complex and ascorbic Nicotinamide B.P 15 mg 
Ascorbic acid B.P 50 mg 
acid. Such patients often 1 eed also mild sedation. Phenobarbitone B.P 16 mg 
4 
= gr.) 


\ combination of the necessary vitamins with a 


i , , In designing the formula, it 
relatively low dose of phenobarbitone is now available as 
; was necessary to bear in mind 


the known antagonism between 


barbiturates and the vitamins 


of the B complex, together with 
the theoretical possibility that the 
effects might cancel each other 


out. But preliminary trials have 
shown that on account of the vary- 
INDICATIONS ing speeds of action and other 


(1) Anxiety states with restlessness, especially associated factors not fully understood, the 


with hypertension, alcoholic withdrawal or peptic ulcer combination 1s clinically effective 


(2) Progressive illnesses in which insomnia is associated 


with a need for the greatest nutritional support 


e.g. congestive heart disease 


achectic states One to four tablets daily 


3) During convalescence, to speed recovery by promoting Pablets in packs 


good appetite, and a quiet frame of mind associated with of 25, 100 and 500 


nutritional adequacy 


| 
| 
| 
| 
| 
| 
| 
| DOSAGE 
| 
| 
| 
| 
| 
4) Insomnia not induced by pair 
| 





VITAMINS LIMITED 


Upper Mali, London, W.6. 
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NOW —a favourite prescription 


ina ANEW form... 
| 


more convenient for| both patient and doctor 


| 
| 
| 
| 
| 
| 
| 
| 
| 
| 
| 
| 
| 
| 
| 
| 
| 


You can now prescribe 
Bellergal Retard 

| tablet night and morning 
for continuous control 

of symptoms in a wide variety 


of psychosomatic disorders 


Bellergal Retard 


BY 


TABLETS 





SANDOZ 


0.2 mg. total alkaloids of belladonna 
0.6 mg. Ergotamine Tartrate B.P 


40 mg. Phenobarbitone B.P. 





Sandoz Products Limited 


| 
| 
| 
| 
| 
| 
| 
| 
| 
| 
| 
| 
| 
| 
| 
| 
| 
| 
| 


23 Great Castie Street 


London, W.! 
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IMPROVED PHENOTHIAZINE DERIVATIVE 


Easier control of 
psychoses, neuroses 
and anxiety states 


Dartalan 


DIHYDROCHLORIODE 


* 


BRAND OF 
THIOPROPAZATE 
DIHYDROCHLORIDE 





gives consistently effective 
results with low dosage. 


Peytnetew) =€6is safe, has minimal 


side effects 
(In specially designed studies and clinical trials 
in 727 patients, no liver toxicity was reported). 


relaxes the disturbed mind, and 
invests the patient with a sense 
of well-being and normality. 


* Registered Trade Mark AVERAGE DOSAGE: AVAILABILITY: 
In the psychoses: 10 mg. three times daily 5 mg. and 10 mg. tablets in 
in the neuroses: § mg. three times daily bottles of 50 and 500 


HIGH WYCOMBE: BUCKS 
High Wycombe 1770 


es ee 
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In Infective 
Enteritis 



























GUANIMYCIN 


@® rapidly controls symptoms 


@® eradicates infecting organisms P 
@® considerably shortens duration of illness 
@ is well tolerated by children as well as adults 


@® is wholly free from neurotoxic complications 








Supplied in bottles to prepare 4 fluid 
ounces of suspension. 

Standard Reference Card on Application When diluted to 4 fluid ounces with water 
each fluid ounce contains 
streptomycin sulphate 0.25 ¢ 
sulphaguanidine 2¢. and kaolin 2¢ 


ALLEN & HANBURYS LTD LONDON E2 


Manufactured in England by 
N58/114-5/H 
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Relief for the asthmatic child 


y 


ae 





UNIQUE BUFFERED THEOPHYLLINE SYRUP 


entirely absent. 


Relief from the apprehension and acute distress of 
an asthmatic attack is provided by *‘ ENGLATE.’ 
In almost all cases gastrointestinal disturbance is 
The combination of theophylline 
sodium with glycine permits full and effective thera- 
peutic activity and by reducing gastric precipitation 


of theophylline enables larger doses to be prescribed. 


WI Gs .A'T'E: 


Theophylline Sodium Glycinate 


Regd. Trade Mark 


Samples and literature will 
gladly be sent on request 





SYRUP (containing 120 mg. of theophylline 


sodium glycinate per 4 ml.) for children up 
12 years. Available in bottles of 8 fluid ounces 


to 


TABLETS (300 mg. of theophylline sodium 


glycinate). Available in bottles of 50 and 500 


ANicholes Product J&.de Gt. Nicholas “B£Tp. Slough, Bucks, England 
Sewell. 
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‘OTOSPORIN’ 
clears infected ears 


The modern method of treatment in otitis externa, 

chronic otitis media, and infected mastoid cavities, is 
‘ Otosporin ’ brand Drops. 
*Otosporin’ is an aqueous suspension containing both 
neomycin (5 mgm. per c.c.) and polymyxin B sulphate 
(10,000 units per c.c.) which are together effective 
against practically all the bacteria found in ear infections. 
They are unlikely to induce bacterial resistance or skin 
sensitisation, and neither of them gives rise to 
cross-resistance or cross-sensitisation to penicillin and 
other antibiotics. Their effectiveness is visibly 
enhanced by the hydrocortisone (5 mgm. per c.c.) 

in ‘ Otosporin ’; this, by reducing inflammation, not ‘OTOSPORIN'’ drops 


only relieves pain, but provides greater access for ; : 
the antibiotics issued in bottles of 5 c.c. 


a WELLCOME & CO. (tHe weticome rounparion cto.) LONDON 
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LONDON HOSPITAL CATGUT 

is a British surgical catgut, sterilised by 
chemical methods instead of by heat. 
The process is unique—and renders 
L.H.C. more flexible and more elastic. 
Absorption factors are reliable. Tensile 
strength exceeds B.P. Standards, so 
that the finest gauge suited to the 


operation can be used with safety. 
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healing. 


use London Hospital Catgut 


the more F-L-E-X-I-B-L-E suture 


Now packed in the non-splintering ‘Spot’ Tubes 





Relief for Spring 
sufferers 


Neophryn with Antihistamine Spray is 
designed to relieve the symptoms of 
hay fever and allergic rhinitis as 
quickly and safely as possible. 

Nasal congestion is cleared and local 
irritation reduced without rebound 





congestion or interference with 
ciliary movement. There is no C.N.S. 


e 1 
stimulation or sedation, and the spray ; 
may be used for small children. t 
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HEALTH SERVICES, PAST, PRESENT 
AND FUTURE * 


G. E. GODBER 
D.M. Oxon., F.R.C.P., D.P.H. 
DEPUTY CHIEF MEDICAL OFFICER, MINISTRY OF HEALTH 

IT is sometimes suggested, particularly by visitors from 
other countries, that the nature of the medical care avail- 
able to our population changed abruptly in July, 1948. 
This is quite untrue, since a complete range of medical 
and allied services was available before the National 
Health Service was introduced. What that service did 
was to change the ways in which people could obtain and 
pay for the care that they needed. Broadly, they ceased 
to pay for medical attention at the time they required it, 
and instead, as taxpayers, and as contributors to national 
insurance, they began to subscribe collectively for the 
care that was needed by all those members of the com- 
munity who fell ill. 

Before July, 1948, there were hospital services provided 
partly by voluntary organisations, some of which were 
very ancient, and partly by local authorities whose cura- 
tive and preventive services were both of relatively, recent 
growth. There were home nurses and midwives, clinics, 
health visitors, ambulances, immunisation, and aftercare 
of the tuberculous provided by a medley of local authori- 
ties and voluntary bodies. More than half the population 
had a “ panel doctor ” under National Health Insurance, 
and the rest either paid for service when they obtained it, 
subscribed to prepayment systems, or called upon the 
district medical officer under Public Assistance if they 
had no funds. Indeed, one might almost say that the 
only services that were new on July 5, 1948, were the 
availability of specialist consultations in the patient’s own 
home, and home helps for households in which there 
was illness. Even these had been present to some extent 
before—the first for those who could pay, and both the 
first and the second for mothers who were confined in 
their own homes. 

The change that became possible in July, 1948, was 
not, therefore, the immediate provision of new services, 
but a bringing together of diverse services provided on 
a different scale in different areas and often in different 
ways by two or more agencies in the same area. Admit- 
tedly they were still to be organised through different 
agencies, but these were planned with the coordination of 
their activities in mind. It happened that the National 
Health Service was introduced at a time when large 
changes in medical practice had already begun to appear, 
although the health service is sometimes quite erron- 
eously held solely responsible for some of them. 

A given population had come to need more “ man 
hours” of medical and allied time, and ‘“‘ medical” care 
of the individual was more likely than before to require 
the intervention of members of other professions or of 
other doctors as well as his own family medical adviser. 
In consequence hospital outpatients were already increas- 
ing and there were long waiting-lists for hospital admis- 
sions. To meet the extra demands there were more 
trained staff, medical and allied. In the war the hospital 
buildings themselves had suffered some total loss and 


‘ 


* An address to the Northern Ireland Health Services Conference 
on Sept. 10, 1957. 
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had acquired some emergency additions, but in general 
they suffered seriously from the impossibility of adequate 
structural maintenance or improvement during the war 
years. 

The National Health Service at its inception was thus 
faced with a great burden of reorganisation, but also with 
the opportunity of exploiting many new developments in 
medical and allied fields, especially in the hospitals. 
The immediate problems of the first few years were those 
of establishing the new organisation, and much longer 
term planning was impossible. This had some advan- 
tages because there was negligible experience of such 
subjects as regional hospital planning, and even basic 
statistical information was lacking. Moreover, there 
were changes in public demand which could hardly have 
been foreseen accurately. 


General Practice 


The largest single element in the health service is 
general medical practice. The other branches of the 
service are really only effective in so far as they are 
related to and stem from general medical practice. 

The first year or two of the health service produced 
a greatly increased amount of medical work, the main 
burden of which fell upon the general practitioner. 

The Social Survey estimated that the increase in calls on 
doctors in the first year, compared with the position before the 
National Health Service, was about 10°, and the increase in the 
numiber of general practitioners in that first year was small. 
The number of general practitioners in England and Wales 
giving general medical service was 16,864 in 1948; and, by 
common consent, they were already too few. 

The immediate effect of the health service was to remove 
any financial bar to medical care for those groups who might 
have been deterred by cost under the previous system, parti- 
cularly mothers, children, and old people past the normal 
working age—precisely the people who might have been 
expected to need most medical care. Obviously from this there 
flowed certain secondary consequences. Many middle-aged 
women requiring gynzcological repair soyght medical advice 
for the first time and were referred to the hospitals for treat- 
ment, increasing the load upon gynzcological departments 
immediately. Older people, including marty with failing vision, 
had a new opportunity of seeking medical advice which led 
them in consequence to a sight test, and so to the prescription 
of spectacles. The deaf, for the first time, had the opportunity 
of obtaining efficient hearing-aids without payment; and were 
directed to the hospital services. 

We have little exact information, but it seems a reasonable 
conclusion that the additional work that fell to general practice 
came largely from these groups, and it is rather surprising that 
the increase should have been no more than 10%, in the first 
year and 17°, by the third year. One study of a small group of 
practices suggests that subsequent changes have been seasonal 
and there is no consistent upward trend. 

One way in which general practice could have met the addi- 
tional load was, of course, by the entry of large numbers of 
additional doctors, but that was less easy than might appear. 
Although nearly half the population was not covered by 
National Health Insurance before the appointed day, most 
would be linked directly or indirectly with some practice. The 
establishment of a new general practice required suitable 
accommodation, which in the thickly populated industrial 
towns was not often readily available, especially during a time 
of housing shortage. Also, patients, except perhaps in new 
housing estates, did not readily change doctors in large numbers. 
Recruitment to partnerships seemed the best method, but in 
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the early months many doctors wanted to wait to see what 
happened. 

The Medical Practices Committee gave the number of 
general practitioners in July, 1948, as 16,864, which probably 
includes some who entered just before July 5 in order to be 
certain of inclusion in the list; by mid-1952 the figure was 
17,383, and by July, 1956, it was 19,082 with an additional 778 
with limited lists and 1914 assistants—numbers which have 
altered little since 1948. There has been an overall increase in 
the doctors available for family care of over 12°,,, plus what- 
ever proportion was added just prior to July, 1948, in anticipa- 
tion of the service. 

When the service began about half the general practitioners 
of England and Wales were in partnerships. Now the propor- 
tion is approaching two-thirds, and it is especially notable that, 
of the principals under 35, four out of five are in partnership 
compared with one in two of those over 55. The newcomer to 
general practice, therefore, seeks and enters a partnership 
rather than a vacancy in a single-handed practice. Competition 
for advertised single-handed vacancies is keen, in the South at 
least, but it seems likely that partnerships are sought from 
choice as well as from necessity. Three-quarters of these 
partners are in groups of two or three. 

Increase in the number of general practitioners has been 
chiefly in the industrial centres where the average lists are 
higher. The distribution scheme agreed following the Danck- 
werts award was intended to encourage particularly the doctors 
with medium-sized lists, and at the same time the maximum 
list was reduced by one-eighth. Since then the distribution of 
doctors has steadily improved; almost half the population lived 
in relatively “ under-doctored ” areas in 1952, but little more 
than a fifth in 1956. Less than a twentieth of the population 
now lives in “over-doctored areas”. There is still about a 
quarter of the population on lists of 3000 or over, but the 
proportion is still falling. 

The process of redistribution must be gradual as it is 
mainly effected by selective recruitment. This process is 
the main method of increasing the number of general 
practitioners, and it must be self-limiting in the long run. 
Clearly there must be some limiting factor in the size of 
list which will give the practitioner a full and satisfying 
job. The average list per principal is now about 2200 
and is very slowly falling. 

Particular attention has been paid since the Danck- 
werts award to measures which may foster the develop- 
ment of group practice. The advantages of health centres 
or group practice have been considered by various com- 
mittees, from the Dawson Committee in 1920 to the 
recent Central Health Services Council committee on 
general practice under the chairmanship of Lord Cohen. 
At the inception of the health service many looked to the 
introduction of health centres by local health authorities 
as the solution to the future of general practice. In fact, 
health centres have made relatively little contribution to 
general practice, at least in quantity; twenty-seven of 
them, most not for general practice, were taken over at 
the beginning of the service; and eight have been opened 
in new or converted premises since by local health auth- 
orities, two are now building, and five have been provided 
in other ways. A much larger contribution has been made 
by the voluntary provision of group-practice facilities by 
the doctors themselves, and since 1952 £100,000 a year 
has been set aside for Great Britain from the central pool 
for general practitioners’ remuneration to provide for 
interest-free loans for provision or adaptation of prem- 
ises. These are not group practices in the sense in which 
the term is used in the United States; they do not pur- 
port to provide a complete range of medical care. The 
British form of group practice is one of a group of family 


doctors who work together in shared premises, relieving 
each other and gaining immeasurably from the regular 
professional contacts between members of the group; but 
not attempting to undertake a full range of care extending 
into the hospitals. Our development of shared family- 
doctor responsibility in a group, each member of which 
has his own personal patients, but is none the less known 
to other patients in the practice, seems to fit in best with 
the other health service provision in our compact and 
heavily populated country. 

Before the health service, radiological and pathological 
facilities were available free to very few general prac- 
titioners, and still fewer could provide such facilities 
themselves. It has been a deliberate piece of policy in the 
hospital section of the health service to provide open 
access to X-ray and pathological departments for general 
practitioners, and, although in the early stages many 
radiologists and pathologists objected on the ground that 
they would be vastly over-burdened, it has proved that 
general practitioners are not unreasonable in their calls 
for such service. Indeed, there is evidence that open 
access actually reduces the demands that might otherwise 
be made on laboratories. Only 8-6°,, of the radiological 
and 4-2°,, of the pathological work done in hospitals in 
1955 was for general practitioners. 

There can be little doubt that this policy of open access 
to diagnostic facilities is right. It is absurd to train young 
doctors to make their diagnoses in hospital with all the 
facilities available there and then withdraw those facilities 
at the same moment as these young men are, for the first 
time, faced with independent responsibility for the clinical 
conclusions they must reach. The older doctors, too, can 
hardly keep in touch with medical progress if they are 
denied access to procedures which are the elementary 
routine of clinical practice in hospital. Two of the health 
centres (Corby and Darbishire House in Manchester) 
provide diagnostic facilities for practitioners; Woodberry 
Down provides some pathological facilities, but not X-ray. 
These are really outstations of the hospital diagnostic 
departments, and it remains to be seen whether so thickly 
populated a country as ours really requires this separate 
provision rather than open access to hospital departments. 

In maternity work also, there has been a material change 
in general practice. Maternity medical services have been 
popular with the patients themselves, and although the 
proportion of confinements actually attended by doctors is 
not large, the patients appear to want the supervision 
a doctor, booked to attend if necessary, can give. The 
Cranbrook Committee is now reviewing the organisation 
of the maternity services, but whatever form it takes in 
future, the general practitioner who has a patient on his 
general list must always be, to some extent, at risk of 
being called to attend some emergency of pregnancy, 
if not of parturition. Good antenatal care is vital, 
and the general practitioner will always have a part to 
play in it. 

It would not be right to attempt to formulate a plan 
for the development of general practice centrally and then 
impose it. General practice is essentially an individual 
and personal thing between the patient and the doctor. 
It may be possible to facilitate such developments as the 
formation of group practices: it would certainly never be 
desirable to try and impose such a solution on unwilling 
doctors or patients. We have preserved general practice 
with its implied personal responsibilities in the health 
service, whereas some other countries are allowing it to 
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disappear and be replaced by a hotch-potch of specialisms. 
The function of planning is to provide outside aids to 
the extent that they may be desired, and to make sure 
that the other parts of the health service are planned for 
their proper supporting role; in fact to give general prac- 
tice the best possible conditions for evolution. 


The Local-authority Services 


The preventive functions remain with the local health 
authorities, along with a number of other services which 
are essentially supporting services for general practice. 
These preventive services must increasingly make calls 
upon the general practitioner, who is the person best 
placed to give effective advice on the maintenance of 
health, including mental health. Paradoxically, he may 
have been given the least effective education in this field. 
That is a fault of medical education in the past, and one 
for the medical schools and the profession to remedy. It 
is clear that the general practitioner is the most effective 
ally the medical officer of health can have, and no future 
system of preventive and social medicine can be effective 
unless much of its work is done with and through the 
clinicians in the patient’s home and in hospital. There 
are sometimes difficulties in using general practitioners in 
clinic work. They are not insurmountable, and with 
the growth of group practice they should be* much 
reduced. 

Home nursing is the most direct contribution made by 
local-health-authority services to family practice. Home- 
nursing facilities were, of course, available from volun- 
tary sources before the health service came in, but they 
have been greatly expanded since 1938 and are now used 
by a much wider cross-section of families than ten years 
ago. Changes in medical techniques have affected the 
work of home nurses, a much larger part now being 
taken up with carrying out treatment—for instance, 
injections of antibiotics—directly prescribed by family 
doctors. Since the trend of hospital practice is toward the 
encouragement of home care and early discharge from 
hospital, the home nurse is also more frequently required 
to continue treatment at home. Several special schemes 
for home nursing of seriously ill children deserve notice. 

On the other hand, domiciliary midwifery has 
tended to decline. The proportion of home confinements 
has fallen and in England and Wales has been just over 
one-third for the past four years. Hitherto, we have tried 
to maintain as large a proportion of home confinements 
as possible. Fifty per cent was suggested as reasonable, 
given adequate housing, by the Standing Maternity and 
Midwifery Advisory Committee five years ago. More 
recently the Royal College of Obstetricians has suggested 
30 per cent or less, and the report of a survey of maternity 
services in the South Western Region reached much the 
same conclusion. If the proportion falls much below 
30 per cent it will become increasingly difficult to main- 
tain an efficient domiciliary midwifery service. Should it 
be held at some future time that seven or eight days in 
hospital was enough for the normal case, there would 
probably be a further decrease in home births. But some 
recent inquiries, notably a survey in Corby, suggest that 
more women would prefer home care if conditions for it 
could be improved. The report of the Cranbrook Com- 
mittee will, no doubt, have much to say on this. 

Health visitors at one time had little to do with family 
doctors; but in some places an increasingly close partner- 
ship is beginning to develop between them. Such 


developments are essential if health visiting is to retain 
its value in preventive work. Extension into the new 
preventive fields suggested by the 1946 Act has been 
much hampered by shortage of staff, but there have been 
some useful examples especially in mental health work 
and care of the aged. 

The home help is one of the most notable additions to 
the health services. There are 35,000 home helps, whole 
or part-time now, and undoubtedly more could be used. 
Their work is invaluable, particularly with the develop- 
ment and encouragement of home care for the elderly. 
Some authorities, such as Leicester and Kent, have used 
them in special schemes for helping problem families, or 
those which would otherwise be disrupted by illness of 
the mother. They are an essential complement to medical 
and nursing services in the home. 

The ambulance services make a less obvious contribu- 
tion to general practice. They are a valuable mechanical 
service and paradoxically make an important contribu- 
tion in facilitating home care by making outpatient 
investigation and treatment possible. They have grown; 
they have been subject to some abuse, but they do form 
an essential mechanical link between home care and 
hospital services. 


Hospital Services 


The hospital service is the most expensive, the most 
monumental, and too often the most lauded part of the 
health service. It is sometimes said that the hospital is 
the focal point of the health service, but this always seems 
to me an inversion of the facts. The hospitals and special- 
ists are an essentially supporting service. The function of 
the hospital is only to provide specialist advice and such 
treatment as cannot be given at home. It is true that lives 
which can be saved by treatment are mostly saved in hos- 
pital wards; but the opportunity of doing that depends 
primarily on the vigilance of the family doctor, who 
selects the patients needing special care. It follows from 
this that the diagnostic facilities and the outpatient depart- 
ment are, in many ways, the most important part of the 
hospital service. They would, of course, be helpless in 
many cases without beds for patients needing special care, 
but roughly half the admissions to general-hospital beds 
come through the outpatient departments. It is not 
generally appreciated that the greater part of medical 
admissions are “‘ emergency ” and the surgical specialties 
which deal mainly in elective surgery provide the waiting- 
lists. The majority of medical outpatients are sent for 
advice on diagnosis and perhaps for the initiation of treat- 
ment, whereas more than half the néw surgical outpatients 
require admission to the wards. 

It is generally recognised that a large increase in out- 
patient service had occurred before 1948. Roughly 6-9 
million new outpatients attended the hospitals of England 
and Wales in 1956. That would represent 2 out of every 
13 of the population if there were no duplication through 
patients attending more than one department (as many 
do). As against this, over 3-7 million, or roughly 1 in 12 
of the population, were admitted to the wards. 

There have been substantial changes even during the 
nine years the hospital service has been in operation. 
Between 1949 and 1956 new outpatients increased by 
roughly 12°,. In the same period new inpatients in- 
creased by no less than 27°, and the population by some 
4°. On the other hand, the beds in hospitals have 
increased by only about 1:5°, and the number of beds 
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staffed and available by approximately 6°,. It is clear 
that there has been a considerable change in the way in 
which our hospitals are actually used. 

Looking back for a moment at the hospitals we took 
over, there were some 3000 of them, the most modern 
being a sanatorium completed in 1944; the most modern 
general hospital in England was opened in 1940. The 
only entirely new hospital opened since that date is a 
dental teaching hospital at Sheffield. Most of the hos- 
pitals, general or special, have at least parts of their build- 
ings dating back to the last century, and many of them 
were in use for hospital purposes over a century and a half 
ago. Moreover, the earlier development of hospital ser- 
vices had led to the multiplication of small special units 
and often to the close proximity of two or more general 
hospitals competing uneconomically in providing similar 
services. Nowhere had there been the opportunity to 
provide an area specialist service planned to meet effici- 
ently the needs of the population as a whole. The first 
great contribution of the health service towards ending 
this chaos was to group the hospitals in patterns which 
were determined primarily by the needs of a comprehen- 
Sive area service, except where some large special unit, 
usually a mental hospital, made it necessary to create a 
separate management committee. Given so many of 
these old buildings, many of which had been grievously 
lacking even in necessary structural maintenance work 
for nearly ten years, it was impossible to contemplate 
providing within a short time the necessary physical 
resources in buildings and plant. These separate units, 
planned for the requirements of many years ago, compli- 
cated endlessly the performance of modern hospital 
functions. Bad old buildings do not make good work 
impossible; but they make “it much more difficult and 
extravagant in time at all levels and they greatly compli- 
cate technical problems such as the preservation of asepsis 
in surgery, so that breakdown must sometimes occur 
however careful staff may be. A hospital so designed that 
every member of the staff walks even only a dozen steps 
unnecessarily in every hour imposes material extra work 
on the people who work in it, and most of our hospitals 
demand much more than that. 


Manifestly, this state of affairs could not have been 
corrected by now, however large a share of the national 
capital development had been allowed to hospitals. But 
a hospital service depends primarily on the people who 
work in it and only secondarily on physical structure; and 
it has been possible, therefore, to make large changes in 
the quantity and quality of service without new building. 
The pattern of staffing in hospitals outside the main 
teaching centres before 1948 was determined not so much 
by the requirements of the population as by the amount 
of private work in various specialties from which special- 
ists could derive an income while they did their work free 
in voluntary “hospitals. Some local-authority hospital 
services, particularly those of Middlesex, Surrey, London, 
Birmingham, and some of the other larger cities, had 
developed specialist services of their own, but in very few 
places had there been coordination of these services with 
those of the voluntary hospitals, where most of the acute 
work was commonly done. The immediate contribution 
of the health service, therefore, was to make possible 
reorganisation of staff, and since mid-1948 the number of 
consultants has grown by something like 45 Here 


again, exact figures are not available. We only have those 
for the period from December, 1949, to December, 1956, 


and in that period consultants increased by one-third. 
These additional specialists mainly went to the areas 
where there was little or no specialist staffing before, with 
the result that everyone in England and Wales now lives 
within reach of a hospital with a fully trained specialist 
staff. 

Similarly, junior medical staff has increased by more 
than a fifth and there has been a substantial increase in the 
number of both trained and student nurses. Hospitals 
therefore are much more nearly fully staffed than before 
the health service came in, and to this advance must be 
given some at least of the credit for the large increase in 
turnover. The improvement has been not merely one of 
quantity. Highly specialised units—for instance, thoracic 
surgery, neurosurgery, plastic surgery, and radiotherapy— 
have been developed so that they also are within reach of 
everyone. 

There were, of course, many potential consultants with 
experience during the war in the Services and subsequent 
training in the civilian hospitals. Some of the war-time 
developments—for instance, in pathology, blood-trans- 
fusion, mass radiography, and bacteriology—already pro- 
vided the basis for further growth. It was possible to 
expand some of the specialties fairly rapidly, notably 
general medicine, general surgery, pathology (thanks to 
the late Sir Philip Panton’s work), traumatic and ortho- 
pedic surgery, and anesthetics; but in others there were 
fewer suitable trained men or less readiness to seek train- 
ing, and in such fields as psychiatry and radiology the 
deficiency was too great to be met soon. Very early in 
the service it became apparent that there were too many 
aspirants coming forward for the likely available posts, 
especially in general medicine, surgery, obstetrics, and 
orthopedics, and it was soon necessary to limit the number 
of senior registrars; but again there was insufficient 
information about the probable needs of individual 
specialties, and there are still too many aspirants in these 
four large specialties, and in such specialties as plastic 
surgery, neurosurgery, and thoracic surgery. That situa- 
tion is gradually being brought under control by allowing 
the demand for trained men to determine the intake of 
trainees, but these are favourite specialties for the good 
young doctor, and too many still seek their future in them 
with the result that the individual is disappointed and 
the other specialties are deprived of some first-class 
recruits. 

Hospitals are commonly described in terms of the 
number of beds they contain, and in former times these 
figures would have given some estimate of the work that 
was done; but that is no longer true. A hospital is primarily 
a diagnostic and treatment centre at which some of the 
patients must stay. It is at least as necessary to be sure 
that there are sufficient outpatient space, sufficient patho- 
logical and radiological facilities, and adequate provision 
for surgical operations as that there are enough beds. 
Beds can be used in different ways and at varying speeds. 
In North America, for instance, they are used at a good 
deal more rapid rate than here. There are large differences 
between different types of hospitals here; in 1955 the 
numbers of admissions per general medical bed in non- 
teaching, London teaching, and provincial teaching hos- 
pitals were respectively 14-6, 14-6, and 19-2, and per 
general surgical bed 24-1, 22-5, and 26-1. There are 9-7 
beds per 1000 of the population in the United States, 
and to those beds 124 admissions per 1000 of the popula- 
tion are made per year. The corresponding figures in this 
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country are 11-6 beds per 1000, but only some 80 admis- 
sions per 1000 per year. The only fully documented and 
detailed studies of bed requirements in this country, those 
of the Nuffield Trust, suggest that we have more beds 
than we need for our present turnover. Certainly we need 
nothing like the 14 beds per 1000 that were suggested in 
the memorandum on development of consultant services, 
nor the 8 or so non-mental beds per 1000 suggested in 

some of the hospital surveys of 1943-44. 

Modern development is toward putting the acute 
psychiatric unit and the acute geriatric unit in the general 
hospital, and beds provided for one purpose should be so 
arranged that they can be equally well used for another; 
most of our current new planning at a rate of some 3 beds 
per 1000 has a reasonable margin. It is vital, however, to 
avoid cramping the outpatient and diagnostic departments 
and operating-theatres. These are the real key depart- 
ments; beds are secondary to them and can be far more 
easily and economically increased if they are really proved 
necessary by experience. Whatever new hospital develop- 
ment is planned there should be space for addition. 

Development is, therefore, likely to be on the lines of 

replacement of multiple, small, bad, old hospitals by 
larger, well-planned, modern hospital units in smaller 
numbers and in many areas with fewer beds in all. We 
then face the problem of how far this process of ¢doncen- 
tration should be carried. There are various limiting 
factors in this. It is commonly accepted in Britain that 
hospitals should not be too large. The service in a city 
of the size of Sheffield, for instance, serving 600,000- 
700,000 persons, should not be concentrated in one central 
group of buildings. British thinking is against what 
amounts to a hospital town, a unit so large as to be cut off 
from the community of which it is or should be a part and 
drawing patients too far from their own localities. So far 
as the big cities are concerned, opinion in England favours 
the main area general hospital of the order of at most 600 
beds, perhaps with associated special facilities including 
an acute psychiatric unit and facilities for the care of the 
chronic sick, and sometimes a small number of detached 
units—for instance, a long-stay annexe or a maternity unit. 
Such a hospital is large enough to provide adequate 
specialist units in all the ordinary specialties. It is easy 
to devise a pattern for one of our cities, say, Liverpool 
with a central teaching hospital of larger size and an inner 
and outer ring of general hospitals, each of 600 beds or so, 
disposed at suitable points of confluence of public trans- 
port for the convenience of the public. Obviously this 
sort of pattern will not be reached for many years because 
it involves replacement of most of the existing hospitals. 
It must be flexible because succeeding generations will 
certainly want to vary it, in detail if not in essentials, but 
any new building now could be arranged to fit in with 
such a plan without throwing away effort on patching or 
extending unsuitable old hospitals. 

Outside the big cities the needs of substantial county 
towns are relatively clear. A single general hospital, 
perhaps with some detached annexes for long-stay cases, 
can provide ultimately all the hospital service that is 
needed. The mistake that can be made is that long-term 
planning can be distorted by a mistaken desire to conserve 
unsatisfactory pieces of old hospitals which will never fit 
efficiently into a new unit; or, worse still, several separate 
hospitals, each too small, may be preserved. 

Elsewhere much more difficult considerations arise. 
Broadly, public transport determines the foci at which 


hospitals should be developed. People should be able to 
get to their hospitals as they are able to get to towns for 
other purposes. The special problems arise where, as in 
West Cornwall, there is a multiplicity of small towns each 
with its own small hospital. In such places ultimately the 
small units must give way to a central general hospital 
which will be an adequate base for the development of 
specialist services. The right place is largely determined 
by the integration of bus and rail services. The most 
satisfactory population grouping is of the order of 100,000 
upward, with an upper limit around a quarter of a million. 
Local considerations of transport, site location, and 
past practice must come into these decisions, for a 
uniform pattern supposedly ideal would inevitably be 
stultifying. 

There are some population groups which are so 
detached as to make necessary hospital provision ona 
smaller scale than would normally be considered. Places 
like Berwick and Aberystwyth are very far from any main 
centre and serve populations too small to support the 
general hospital of 250 beds or so which would normally 
be regarded as a minimum. Geography makes it necessary 
to have such detached units, but they should be at least 
large enough to provide work for locally resident physician, 
surgeon, and obstetrician and visiting specialists in other 
fields. The general hospital with no locally resident 
specialist staff is an anachronism. 

We must guard against the vanity of too firm, remote 
planning, until there is some experience with modern area 
hospitals. There is insufficient basic information, and 
however clear may be theoretical concepts developed at 
the centre they must often be modified in the light of local 
knowledge and feeling. The problem is to avoid a senti- 
mental dispersal of effort which would too greatly reduce 
the effectiveness of the hospitals we provide. No attempt 
has been made to discuss the general-practitioner cottage 
hospital because, although we have many such, their use 
varies greatly and no clear pattern for their future can be 
discerned. There are too many serious lacune in the 
provision for specialties to contemplate much new 
development otherwise, except in giving general prac- 
titioners access to beds especially for maternity cases. 

Infectious disease is a declining problem both in and out of 
hospital. Separate hospitals for these diseases can have no place 
in future planning unless it be in the largest cities, and even 
there I doubt whether they will survive long. Tuberculosis is 
by no means conquered yet, but the mortality has fallen by two- 
thirds and morbidity by more than a quarter; already many 
beds for tuberculosis are redundant and more become so yearly. 
The day of the separate sanatorium is probably short, and treat- 
ment of tuberculosis within the foreseeable future will probably 
be undertaken largely in special wards of general hospitals. 
In turn, there will be a reduction in the demand for thoracic 
surgical facilities for tuberculosis while there has arisen a new 
problem in cancer of the lung, which is certain to grow for 
some years to come. Yet this disease presents a smaller problem 
than tuberculosis in the demand it will make upon hospital 
beds, for it is either extirpated by surgery or it is much more 
rapidly progressive than tuberculosis. Cardiac surgery has 
increased rapidly and will remain with us, but probably not to 
produce any great further increase in the load. Special units 
for neurosurgery and plastic surgery probably need material 
further increase, but they in turn will reduce the load on 
general and traumatic surgery. Pediatric departments grew 
rapidly in the early years of the service, but that growth has 
passed its peak five years ago and it is doubtful whether we will 
continue to need so many beds as we have now; in areas such as 
London, Manchester, and Liverpool a pronounced decline has 
occurred and the total pediatric admissions, starting at 91,205 
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in 1949, rose to a maximum of 121,208 in 1952 and fell to just 
over 100,000 in 1956. Other special departments, such as 
genito-urinary surgery, will probably grow, but if they do it will 
be at the expense of general surgical facilities which they 
replace in part. 

Early ambulation after surgery and shorter stay will 
reduce the number of surgical beds required for the same 
number of patients, but the surgical waiting-lists are so 
long and are falling so slowly that more facilities are 
needed. Even with more operating-theatres and appre- 
ciably faster turnover, it may well be that the present 
requirement will remain and some territorial redistribu- 
tion will certainly be needed. On the other hand, medical 
beds are far less heavily pressed, although in some areas 
they are manifestly too few. Between these two main 
specialties much geater flexibility is needed, freeing beds 
for medical cases in the first three months of the year, 
when respiratory illness is at its height, and returning 
them for surgical work in later months of the year. 

Probably the most striking changes will occur in the use 
of beds for the mentally ill. In the past five years there has 
been a rapid increase in the provision of treatment for the 
mentally ill outside hospital, and the probable develop- 
ment of the future is in psychiatric units at general hos- 
pitals rather than in large numbers of beds in detached 
mental hospitals. New psychiatric outpatients, other than 
those seen for mental deficiency, doubled in number 
between 1954 and 1956, probably because of an increase 
not so much in illness as in readiness to accept early treat- 
ment. The separate mental hospital will be with us for 
many years yet, but it is likely that new provision will be 
mainly at general hospitals with inpatient, day-hospital, 
and outpatient facilities. Experience in some of the 
psychiatric units of general hospitals in the Manchester 
region and elsewhere suggests that, in this way, a much 
smaller number of beds can provide for a given popula- 
tion than has been thought necessary in the past. 

Much of this comment on the hospital service is by way 
of forecasting trends. The precedents show that most 
forecasters have been wide of the mark. I pretend to do 
no more than mark some trends already discernible which 
seem to me most likely to survive. There remains the 
major issue. I said at the beginning that the health service 
was primarily one of home care. If that is so, the hospitals 
must be organised primarily for the support of home care. 
They are consultative centres for special diagnosis and 
treatment, but they must be more than that. They are not 
the centres of general practice, but they must be accessible 
to the general practitioner. In some hospitals there is 
already clearly realisation of the necessity of closer liaison 
between special and general medical practice. As special- 
ism becomes more complicated and more abstruse, this 
association becomes more than ever necessary. The family 
doctor is the only person who sees the patient whole in 
relation to his family and his job, as well as to his illness. 
It is necessary, therefore, that the family doctor should 
not merely have diagnostic aids from the hospital but also 
be enabled to make his own peculiar contribution to the 
assessment and care of the patient who goes to hospital, 
both when he is there and when he has returned home. 
The sojourn in hospital is a brief incident in the patient’s 
life, in a foreign environment; it may have a continuing 
effect. It is important that that effect should be as 


favourable as medicine as a whole can devise, but that is 
only practicable if there is close partnership between 
those inside and those outside hospital, whatever their 
profession. 
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BEFoRE the introduction of mecamylamine, all effective 
ganglion-blocking drugs used in the therapy of hyper- 
tension were quaternary ammonium derivatives. These 
drugs are not freely diffusible across cell membranes, 
including those of the gastrointestinal tract (Paton and 
Zaimis 1952). Since their absorption from the gut is slow, 
incomplete, and unpredictable, oral therapy is difficult to 
control and often ineffective. In contrast, mecamylamine 
is a secondary amine which is freely and rapidly absorbed 
from the gut (Milne et al. 1957), and is therefore always 
given by mouth. 

Although mecamylamine has become very popular in 
the treatment of hypertension, it has several disadvantages. 

Since its excretion is slow and irregular (Allanby and 
Trounce 1957, Milne et al. 1957) toxic effects from overdosage 
may be prolonged for several days, sometimes with danger to 
life. Of these effects, paralytic ileus is the most important. 
Resultant vomiting and diarrhoea cause reduction of renal 
blood-flow with further delay in excretion of the drug and 
prolongation of toxic effects. Patients with mecamylamine ileus 
have been diagnosed by unsuspecting surgeons as cases of 
acute intestinal obstruction, and exposed to the danger of 
unnecessary laparotomy (Grant and Boyd 1957, personal 
observation 1958). Mecamylamine diffuses freely into the 
central nervous system, and accumulation within the brain may 
lead to tremors and incoordination (Schneckloth et al. 1956, 
Harington and Kincaid-Smith 1958). 

In view of these disadvantages, we were glad to study 
another drug of the amine, ganglion-blocking type, 
preliminary laboratory findings of which were submitted 
to us in October, 1957, by Messrs. May & Baker Ltd. 
For this new drug (1 : 2 : 2 : 6 : 6-pentamethylpiperi- 
dine) originally designated M & B 4486, the common name 
pempidine (‘ Perolysen’, May & Baker) has been pro- 
posed. While closely resembling mecamylamine, it has 
important differences in detail which may make it a more 
useful antihypertensive agent. It will be necessary 
throughout to compare the pharmacology of these super- 
ficially similar drugs. Supplies of pempidine were made 
available to us on Jan. 1, 1958, together with detailed 
pharmacological, biological, and toxicological data (S. J. 
Corne and N. D. Edge, personal communication), now 
published in summary form (Lee et al. 1958). An inde- 
pendent report on the basic pharmacology of pempidine 
and other piperidine derivatives has also been published 
recently (Spinks and Young 1958). 


Chemistry 
Pempidine, a tertiary amine, is a simple derivative of piperi- 
dine of empirical formula C,,H,,N, and molecular weight 155. 
Fig. 1 shows the structural formula of pempidine and meca- 
mylamine. Both compounds are relatively strong bases of pK, 
about 11-0, and are therefore administered as salts. Pempidine 
is available for oral use as the bitartrate, but the hydrochloride 
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Fig. 1—Structural formule of pempidine and mecamylamine. In 
both instances the amine radicle is surrounded by numerous 
methyl groups. 


is preferred for the intravenous route. Since the drug is freely 
absorbed from the gut, the parenteral preparation is chiefly 
of research interest and will have little place in practical thera- 
peutics. The hydrochloride contains about 80%, of active 
pempidine base, and the bitartrate about 50‘ The drug has 
pharmacological and chemical properties quite distinct from 
those of the much more toxic unsubstituted amines, piperidine 
and N-methylpiperidine. This is of theoretical interest in 
relation to the mode of action of the amine ganglion-blocking 
group of drugs. Other piperidine derivatives have previously 
«been shown to have ganglion-blocking activity (Norton and 
Phillips 1953), but pempidine is the first to be suitable for use 
in human therapeutics. g 


Pharmacology 


The experimental design was similar to that used in an 
investigation of mecamylamine (Milne et al. 1957). The 
results obtained in the two series of observations can thus 
be directly compared. 


Observations in Man 

32 hypertensive patients without renal failure were 
given pempidine, and of these 27 received continuous 
treatment. In addition, observations were made in 2 cases 
of hypertension complicated by moderate uremia (blood- 
urea approximately 100 mg. per 100 ml.). 


Observations were made of the excretion of a single 5 mg. 
dose of pempidine hydrochloride given by intravenous injection 
at 9A.M. Since it is known that the excretion of mecamylamine 
is considerably influenced by variation of urinary pH (Baer et 
al. 1956, Milne et al. 1957), the separate effects of simultaneous 
administration of ammonium chloride, sodium bicarbonate, 
or acetazolamide on the excretion and pharmacological action 
of pempidine were studied in detail. Ammonium chloride, 
2 g. four times daily or sodium bicarbonate 3 g. four times 
daily, was given by mouth on the day preceding and the day of 
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Fig. 2—Mean cumulative excretion of pempidine during the first 
24 hours after an intravenous injection or an oral dose of the drug 
in hypertensive patients without renal failure, and after an intra- 
venous injection in patients with renal failure. The standard 


deviations of the 24-hour excretion levels are shown by the vertical 
lines. 


During trials with acetazolamide, 
250 mg. was given orally at the same time as the pempidine 


injection of pempidine. 


injection and a further 250 mg. six hours later. Urine was 
collected at two-hourly intervals for twelve hours after adminis- 
cration of pempidine, and a further twelve-hour sample from 
9 P.M. to 9 A.M. was collected to complete a twenty-four-hour 
period. In the cases of renal failure, additional twenty-four- 
hour samples were obtained on the second and third days after 
the injection. Each first-day collection period therefore 
involved analysis of 8 urine samples, 7 after the injection and 
1 pre-injection blank sample. 32 collection periods have been 
analysed, comprising 8 from patients after pempidine alone, 
8 from patients receiving additional ammonium chloride, 8 from 
patients receiving either sodium bicarbonate or acetazolamide, 
2 from cases of moderate renal failure, and 6 from patients 
receiving a single oral dose of pempidine, ranging from 5 to 15 
mg. of the bitartrate. 

A total of 90 daily collections of urine from 10 hypertensive 
patients on continuous routine treatment with pempidine 
bitartrate were analysed. The effects of ammonium chloride, 
2 g. q.i.d. for three days, and sodium bicarbonate 3 g. q.i.d. for 
three days, on excretion and antihypertensive action were 
examined. 

Distribution of the drug in human blood in vivo could not be 
determined, because the analytical methods were too insensi- 
tive. Distribution of pempidine in vitro was determined after 


TABLE I—STATISTICAL ANALYSIS OF EXCRETION OF PEMPIDINE IN MAN, 
AND COMPARISON WITH THE EXCRETION OF MECAMYLAMINE 


Comparison Mean I MeanII t value P 

Excretion of injected dose (I 

v. excretion of oral dose (II 76° 63 1-2 0-3>P>0-2 
Excretion in acid urine (I) t 

excretion in alkaline urine (II 78°, 55° 2:2 <0-05 
Excretion pempidine in acid 

urine (I) v. excretion meca- 

mylamine ‘in acid urine (II 78% 56% 29 <0-02 


Excretion pempidine in normal 
urine (I) v. excretion meca- 
mylamine in normal urine 
Ii 


76% 37% 67 <0-001 
Excretion pempidine in alka- 
line urine (I) v. excretion 
mecamylamine in alkaline 
urine (II) : > ; 55% 13% 6-0 <0-001 


addition of pure pempidine hydrochloride to blood sufficient 
to give an average concentration of 25 ug. per ml. Plasma- 
protein binding was determined after pressure filtration through 
‘ Cellophane ’, and entry of the drug into erythrocytes after 
centrifuging. Entry of pempidine into leucocytes was investi- 
gated in a sample of blood from a case of chronic lymphatic 
leukemia with a white-cell count of about 300,000 per c.mm. 


Observations in Rats 

These experiments were designed to investigate the distribu- 
tion of the drug in various body tissues. 2 rats were given sub- 
lethal intraperitoneal injections of 16 mg. per kg. body-weight 
of pempidine base and a further 2 rats lethal intraperitoneal 
injections of 175 mg. per kg. Samples of blood and various 
tissues were analysed after one hour in the former and imme- 
diately before death in the latter. Rats die in respiratory 
paralysis twenty to twenty-five minutes after lethal injection 
of the drug. 


Chemical Methods 

Pempidine was estimated by combination with methyl- 
orange as first described by Brodie and Udenfriend (1945) and 
modified by Tillson et al. (1954). A full discussion of this 
accurate but non-specific method has been given previously 
(Milne et al. 1957). Tests for specificity in the particular experi- 
mental conditions were made by paper chromatography after 
extraction of urine samples by dichlorethane. The chromato- 
gram was developed either by butanol-acetic acid or phenol- 
water, and the position of the pempidine spot demonstrated by 
the method of Chargaff et al. (1948). The only spot from urine 
samples which gave a methyl-orange reaction after elution had 
an R¢ value identical with pure pempidine (R¢ in butanol-acetic 
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Fig. 3—Mean cumulative excretion of pempidine during the first 
24 hours after a single intravenous injection of 5 mg. of the hydro- 
chloride in hypertensive patients without renal failure. Excretion 
rates are decreased in patients with alkaline urine and slightly 
increased in patients with highly acid urine. The vertical lines 
give the standard deviation in each case. Cumulative excretion 
of mecamylamine in 24 hours is shown for comparison. The 
lowest rate of excretion of pempidine in alkaline urine is similar 
to the highest rate of excretion of mecamylamine in acid urine. 


acid 0-72). This proves that pempidine is probably excreted 
unchanged but does not absolutely exclude the possibility of 
partial metabolism to another amine of identical chromato- 
graphic properties. Pure specimens of pempidine can be 
recovered from urine of patients treated with the drug by 
addition of sodium hydroxide and subsequent extraction with 
dichlorethane. 


Results 

Fig. 2 compares the cumulative excretion of pempidine 
after intravenous or oral administration in hypertensive 
patients, and the excretion after intravenous injection in 
2 cases of renal failure. An average of 76°, of an injected 
dose and 63°, of an oral dose was excreted in the first 
twenty-four hours. This difference is not statistically 
significant (table 1). In the uremic patients the mean 
cumulative excretion was 37°, of the dose in the first day, 
and 62°, in the first two days. These results suggest that 
pempidine is completely absorbed from the gut, and that 
its elimination is delayed if there is renal failure. 

Fig. 3 compares the cumulative excretion of pempidine 
in patients without prior preparation, and patients receiv- 
ing ammonium chloride, sodium bicarbonate, or aceta- 
zolamide. The latter two agents had identical effects in 
reducing excretion and therefore the results have been 
taken together. 

Excretion of pempidine is considerably reduced by alkalin- 
isation of the urine (P<0-05; table 1). Acidification of the urine 
increases excretion in the first few hours after injection of 
pempidine, but the total cumulative excretion in twenty-four 
hours is not significantly changed. Cumulative excretion of 
mecamylamine under identical conditions is included in fig. 3 
for purposes of comparison. Pempidine excretion is about 
twice as rapid as that of mecamylamine in patients with urine 
of normal pH; four times as rapid if the urine is alkaline; and 
one and a half times if the urine is acid. Table 1 shows that 
these differences are all statistically significant. 

The average recovery of pempidine from twenty-four-hour 
urine specimens obtained from patients on continuous therapy 
was 95°), of the ingested dose (s.p. 28%,). The effect of varying 


the pH of the urine was studied in 6 patients only. Ammonium 
chloride had little effect in 5 patients on the excretion of pempi- 
dine or on the clinical effects of the drug. In 1 patient excretion 
was approximately doubled on the first day of ammonium 
chloride, accompanied by a slight rise of blood-pressure. 
Sodium bicarbonate had a more obvious effect. Excretion of 
penpidine was reduced in 4 out of the 6 patients, with a parallel 


increase in therapeutic and side-effects due to the drug. The 
minimum twenty-four-hour recovery of pempidine in these 
four patients during sodium bicarbonate treatment was 23%, 
39%, 52%, and 59%, respectively. An example of the effect 
of alkalinisation of the urine in 1 of these patients is shown 
in fig. 4. 

These results suggest that the drug is almost entirely 
excreted in the urine. Acidification and alkalinisation of 
the urine during maintenance treatment had less effect in 
the case of pempidine than in that of mecamylamine 
(Milne et al. 1957). 

Distribution in Blood 

Plasma levels during therapy were consistently low, being 
less than 0-5 ug. per ml. At these levels the analytical method is 
too insensitive to give accurate results. The drug is not signi- 
ficantly bound to plasma-protein, concentrations in ultra- 
filtrates of plasma being slightly higher than those of the 
plasma itself. In contrast, 25%, of mecamylamine is bound to 
plasma-protein. Pempidine readily diffuses into erythrocytes, 
the mean erythrocyte/plasma ratio in human blood being 1-05. 
Like mecamylamine, pempidine is concentrated within leuco- 
cytes, the leucocyte/plasma concentration ratio in the specimen 
of leukzmic blood being 12°0. 

Distribution in Tissues 

Mean concentrations of pempidine in various rat tissues 
after sublethal and lethal intraperitoneal injections are given in 
table 1. The drug resembles mecamylamine in tissue distribu- 
tion. It is concentrated in tissues rich in nuclear material, 
especially the kidney, spleen, liver, and lung. Tissue/plasma 
concentration ratios are lower in the case of pempidine than of 
mecamyiamine, showing that there is less tissue affinity for the 
former drug. This partly explains the more rapid excretion of 
pempidine, since a greater fraction of any given dose remains 
within the extracellular space and is therefore available for 
excretion. The L.D.,. of pempidine is considerably higher than 
that of mecamylamine; the L.D.,, of pempidine by intraperi- 
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Fig. 4—Effect of alkalinisation of the urine during treatment with 
pémpidine on the blood-pressure and urinary excretion of the 
drug. 
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TABLE II-——-TISSUE CONCENTRATIONS OF PEMPIDINE AND MECAMYLAMINE 
AFTER SUBLETHAL AND LETHAL INTRAPERITONEAL INJECTIONS IN RATS 


Pempidine Mecamylamine 


Organ concerned Concentration Tissue/plasma Concentration Tissue/plasma 
mg.per kg.wet concentration mg.per kg. wet concentration 


ussuc ratio ussue ratio 
Sublethal 
injections ® 
Brain 34:5 4-9 44 79 
Heart 53 74 49 8-8 
Liver 55 77 84 15-0 
Lung 83 12-4 164 29°4 
Kidney 113 16-0 117 21-0 
Voluntary 
muscle 14 2-0 i9 3-4 
Spleen 108 15:2 118 21:2 
Plasma 7-1 — 5-6 = 
Erythrocytes 6-0 0-85 5-4 0-95 
Lethal imectionst 
Brain 66 1-02 40 1-8 
Heart 106 1-64 82 3-8 
Liver 236 35 90 40 
Lung 220 34 150 68 
Kidney 453 70 120 5-4 
Voluntary 
muscle 78 1-2 37 1-7 
Spleen 530 8-1 260 12-0 
Plasma 65 - 22 — 
Erythrocytes 70 1-03 22 1-15 


* Sublethal injections (one hour after injection of drug, 16 mg. free base 
per kg. body-weight 

+ Lethal injections (immediately before death after injection of meca- 
mylamine, 60 mg. base per kg. body-weight, and pempidine 175 mg. 
base per kg 


toneal injection is 175 mg. per kg. body-weight of active base, 
the corresponding L.D.,. of mecamylamine is 44 mg. per kg. 
Stone et al. 1956). This higher lethal dose is confirmed by the 
greater concentrations of pempidine in all tissue after lethal 
injections of the drugs (table 11). Concentrations in voluntary 
muscle and plasma are particularly important since muscle 
makes up about 33°, of the body-weight and extracellular 
fluid about 20 Concentration of pempidine at death was 2:1 
times that of mecamylamine in muscle and 3-0 times that in 
plasma. Both drugs readily cross the blood-brain barrier and 
are found in relatively high concentration in the central nervous 
system. The pharmacological effects of lethal doses of 
pempidine in rats are similar to those previously described for 
mecamylamine (Milne et al. 1957) and include tremor and 
convulsions. 
Clinical Effects 

Intravenous Dosage 

21 patients were studied after single intravenous doses 
of pempidine. In all except 2 cases the drug was given 
in a dose of 5 mg. hydrochloride (4 mg. base). After 
intravenous injection, given with the patient lying flat with 
the head on two pillows, the onset of action was rapid, a 
fall in blood-pressure being noted within two minutes in 
most cases. The rapidity of onset of action was com- 
parable with that after intravenous injection of pen- 
tolinium (fig. 5). In some cases no fall in blood-pressure 
occurred in the recumbent position, but in all except 1, 
postural hypotension was present on standing ten to 
fifteen minutes after the dose. In this case the patient did 
not respond to an intravenous dose of 5 mg., but a later 
oral dose of 20 mg. produced a prolonged hypotensive 
effect. 

The duration of effect of a single intravenous dose, as 
judged by the presence of postural hypotension, was from 
two to six hours in patients with normal renal function. 
The length of this period was not consistently altered in 11 
patients whose urine had been made either acid or alkaline 
before administration of the drug. 

Oral Dosage 

Single oral doses of 5-20 mg. bitartrate (2-5-10 mg. 
pempidine base) were given to 9 patients. After an oral 
dose a hypotensive effect was usually observed within an 
hour, although in 2 cases the onset of action was delayed 


for three to four hours. The total duration of hypotensive 
action was for six to seven hours after the dose, although 
the maximal effect lasted for only one to three hours. 

In 2 cases after an intravenous dose, and in 3 after a 
large oral dose, there was a severe fall in blood-pressure, 
and the effect of the drug was prolonged for as long as 
twenty-four to thirty-six hours. One of these patients 
had severe oliguria which undoubtedly interfered with 
excretion of the drug. 

Continuous Oral Treatment 

27 patients have been observed on continuous treatment 
with pempidine. Initially the drug was administered 
thrice daily, but it was found that when the interval 
between doses was as long as eight hours, the blood- 
pressure tended to rise again two to three hours before the 
next dose. Accordingly, it is now our practice to give the 
drug four times during the day, the doses being spaced at 
five-hourly intervals from 7 A.M. to 10 P.M. On this regime 
a sustained blood-pressure reduction may be obtained 
throughout the day. If necessary the last dose at night has 
been doubled, thus giving a prolonged action during the 
night hours. 

In patients with impairment of renal function the drug 
need be given less frequently. In 2 patients, with blood- 
urea levels of 80-100 mg. per 100 ml., twice-daily dosage 
was sufficient to maintain a steady blood-pressure 
reduction. 

Type of Case Treated 

Of the 27 patients who received continuous treatment 
with pempidine, 8 had malignant hypertension, with 
grade-Iv fundi (Wagener and Keith 1939); 9 were classi- 
fied in grade 111, and 10 in grade 11. There were 10 males 
and 17 females, and their ages ranged from 30 to 66. 
5 patients had renal hypertension of varying etiology, 
and 22 were diagnosed as essential hypertension. 

Duration of Treatment 

In 24 patients treatment has been continued up to the 
time of writing for a period varying from two to twenty 
weeks (average ten weeks). Treatment was stopped after 
a short period in 3 patients: in 1 case because of the 
presence of severe cerebrovascular disease ; in 1, a school- 
teacher, because of blurring of vision which interfered 
with her work; and in 1 because of persistence of head- 
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aches for which treatment had been instituted but which 
were not relieved by the drug. 


Dosage 

The dosage of pempidine required to produce an 
adequate hypotensive effect varied widely, a dose of 
2.5 mg. twice daily sufficing in one patient, whereas as 
much as 25 mg. four times daily has been given in another 
case with only partial control of blood-pressure. This 
latter patient is also refractory to other ganglion-blocking 
drugs. The average total daily dose given as maintenance 
treatment in this series was 32-5 mg. bitartrate (16 mg. 
pempidine base). 

Treatment was usually started with a dose of 2:5 mg. 
q.i.d. It was found that the dose could be raised rapidly, 
increasing each dose by 2:5 mg. daily until a satisfactory 
reduction in blood-pressure was achieved. Because of the 
rapid elimination of the drug from the body, it is therefore 
possible to reach a stable therapeutic dose level with 
reasonable safety in a few days—a procedure which would 
be fraught with danger in the case of mecamylamine. 


Tolerance 

In the limited period of study, no evidence has been 
seen of the development of “ tolerance’ to pempidine, 
analogous to that seen with hexamethonium and other 
quaternary ammonium compounds. In this respect the 
drug resembles mecamylamine. 


Combination with Other Drugs 

In 6 patients reserpine was added to the regime of 
treatment, and in 3 others a combination of chloro- 
thiazide and reserpine was used in addition to pempidine. 
Preliminary observations suggest that these compounds 
potentiate the action of pempidine, as has been described 
with other hypotensive drugs. 

Side-effects 

The majority of patients in whom treatment with 
pempidine was maintained experienced some side-effects 
from the drug, the symptoms being similar to those usually 
observed during treatment with ganglion-blocking agents. 

The side-effects ran parallel with the hypotensive action of 
the drug, coming on about half an hour after an oral dose, 
being at their maximum for one to two hours, and often 
wearing off before the next dose was due. Constipation was 
seen most frequently, in 18 out of 27 patients, together with 
dryness of the mouth (18) and blurring of vision (12). These 
symptoms were usually only mild or of moderate severity; in 3 
patients, however, they were severe enough to be a major cause 
of complaint. Other symptoms were noted in a few patients, 
as follows: drowsiness (3), feeling of weakness (2), difficulty in 
micturition (2), diarrhcea (2), faintness (2), and a feeling of 
shakiness (1). 

All side-effects disappeared rapidly on omitting the 
drug. This was particularly noticeable with con- 
stipation. 3 patients developed a syndrome of early 
paralytic ileus, with vomiting, abdominal pain, and dis- 
tension; in each case these symptoms cleared completely 
in twelve hours after stopping pempidine. This is in 
marked contrast to experience with mecamylamine where 
a similar complication may take several days to clear— 
reflecting the relatively slow elimination of mecamylamine 
from the body. 


Patients taking pempidine are instructed to try to ensure, 
with aperients if necessary, a bowel action before the first dose 
of the day. If constipation persists in spite of these measures, 
they are advised to omit one or two doses of the drug; a normal 
bowel action then occurs, and the drug is resumed in the 
previous dosage. 


TABLE III—-COMPARISON OF DOSAGE AND CLINICAL EFFECTS OF 


PEMPIDINE AND MECAMYLAMINE 


Pempidine Mecamylamine 


Case Daily dose B.P Side- Daily dose B.P Side- 
mg.freebase) control effects (mg.freebase) control effects 
l 20 Good 32 Good 
2 45 Good 56 Good 
3 10 Good 0 x Good 0 
4 10 Good 0 24 Pair ' 
5 15 Good 36 Fair 
6 17°5 Poor 64 Poor 
7 50 Poor 48 Poor 


B.P. «= blood-pressure 


Comparison with Mecamylamine in Patients treated with Both 
Drugs 

7 of the patients treated with pempidine had previously 
been receiving mecamylamine for at least twelve months, 
so that a direct comparison of the dosage and clinical 
effects of the two drugs was possible in these cases 
(table 111). The dose of pempidine, expressed as the free 
base, which was effective in controlling blood-pressure 
was smaller (average 60°.) than that of mecamylamine. 
There was little to choose between the two drugs in respect 
of side-effects, which were more prominent with pempi- 
dine in 2 patients, and in 2 with mecamylamine. 


Discussion 

Pempidine is similar in many respects to mecamylamine. 
Both drugs are rapidly and completely absorbed from the 
gut. They readily cross cell membranes and are concen- 
trated within tissues by intracellular protein-binding, 
especially to nucleoproteins. The excretion of both drugs 
is influenced by urinary pH, clearance being decreased in 
alkaline and slightly increased in acid urine. This type of 
excretion depends on diffusion across the renal tubular cell 
membranes and has recently been reviewed by Milne et 
al. (1958). 

There are, however, important differences in detail 
which may make pempidine a more useful antihyper- 
tensive agent than mecamylamine. While 25°, of mecamy- 
lamine is bound to plasma-protein, pempidine is not so 
bound, and therefore all the drug in plasma is pharmaco- 
logically active. Pempidine is excreted more rapidly than 
mecamylamine. This is partly due to lower tissue affinity 
for pempidine, and partly to higher clearance-rates of 
pempidine as compared with mecamylamine in alkaline or 
weakly acid urine (Scribner et al. 1958). More rapid 
excretion is advantageous because toxic accumulation of 
the drug in the body is less likely. In addition, the dosage 
of pempidine can safely be increased to effective levels 
more rapidly than mecamylamine. Although the excretion 
of both drugs is influenced by change in urinary pH, 
variation in mecamylamine excretion is greater than that 
of pempidine. The hypotensive effect of pempidine is 
therefore less variable despite changes in acid-base 
balance. 

The L.D.;, of pempidine in mice is three to four times 
higher than that of mecamylamine (Corne and Edge, 
personal communication; Spinks and Young 1958). The 
effective dosage of pempidine in hypertension in man is 
usually lower than that of mecamylamine. There is probably 
therefore a greater margin between an effective therapeutic 
and a toxic dose in the case of pempidine. These preliminary 
results make it probable that any observed pempidine 
toxicity will be both less severe and briefer than that com- 
plicating mecamylamine therapy. Much longer experience 
will be necessary before the relative value of the two drugs 
in actual clinical practice can be finally established. 
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TABLE IV-——-COMPARISON OF THE CHEMICAL PROPERTIES OF PEMPIDINE 
AND MECAMYLAMINE WITH THOSE OF CLOSELY RELATED AMINES 
Reactions of Secondary Amines 


2:2:6:6- 
Chemical reaction Piperidine tetramethyl- Mecamylamine 
piperidine 

Reaction with carbon Strong Weak Weak 
bisulphide and am- Immediate Very slow Slow 
moniacal copper sul- 
phate to form brown 
copper salts of dithio- 
carbamic acids 

Reaction with 1 : 2- Strong 
naphthoquinone - 4 Immediate Nil Nil 
sulphonic acid to form 
indophenol dyes. 

Reaction with sodium Strong Very weak Weak 
nitroprusside and Immediate Very slow Slow 
acetaldehyde 

Reactions of Tertiary Amines 
N-methyl- N-methyl- 


Chemical reaction Pempidin 
P piperidine P ° mecamylamine 


Reaction with citric acid Stron, Moderate Weak 
and acetic anhydride Rapid Slow Slow 
In its chemical properties, pempidine resembles 


mecamylamine more than the structurally more closely 
related amines, piperidine and N-methylpiperidine 

table Iv). It is seen that the secondary amines 2: 2: 
6 : 6-tetramethylpiperidine and mecamylamine, and the 
tertiary amines pempidine and dimethylaminoisocam- 
phane (N-methylmecamylamine) are much less chemically 
reactive than piperidine and N-methylpiperidine. These 
two amines are pressor agents (Von Euler 1945, Lockett 
1949), and are much more toxic than the ganglion-blocking 
amines. In both pempidine and mecamylamine the 
potentially reactive amine nitrogen is surrounded by 
inactive methyl groups (fig. 1), which reduce its chemical 
reactivity by steric hindrance. The ganglion-blocking 
amines are excreted by a diffusion mechanism, indicating 
that the unionised component is freely diffusible across 
cell membranes (Milne et al. 1958). Piperidine and 
N-methylpiperidine are not excreted by a similar 
mechanism, because their molecules contain fewer non- 
polar groupings, and are therefore more water-soluble and 
less diffusible. These unsubstituted amines are partially 
broken down in the body with splitting of the ring 
adjacent to the reactive nitrogen atom (Steudel 1932, 
Williams 1947). The addition of four methyl radicles in 
proximity to the nitrogen atom in pempidine appears to 
inhibit metabolic breakdown, and by addition of non- 
polar groupings makes the unionised component freely 
diffusible like mecamylamine. 

Pempidine and mecamylamine are therefore amines 
which are relatively chemically inert, and show close 
resemblances in the physicochemical properties of almost 
identical pK, and free diffusibility across cell membranes. 
It will be of great theoretical interest to compare future 
ganglion-blocking drugs of the amine type. Bennett et al. 
(1957) have shown that the pharmacological actions of 
mecamylamine are completely different from those of the 
quaternary ganglion-blocking group. Pempidine will 
presumably resemble mecamylamine in these respects. 


Summary 
A recently introduced ganglion-blocking drug, pempi- 
dine, is effective in the therapy of hypertension in man. 
It has many points of similarity to mecamylamine. Both 
are freely absorbed from the gut, as a result of which a 
constant therapeutic effect from day to day can be obtained 
with oral administration. Both are excreted more rapidly 


in acid than alkaline urine, are concentrated in tissue 
containing a high proportion of cell nuclei, and easily 
cross the blood-brain barrier. 

Several differences in detail make pempidine a poten- 
tially more useful drug than mecamylamine. The 
excretion of pempidine is more rapid, chiefly because of 
a lower tissue affinity for the drug. Excretion of pempidine 
is less affected by variation in acid-base balance than that 
of mecamylamine. The difference between an effective 
and a toxic concentration is probably greater in the case 
of pempidine. 

A steady hypotensive effect can be maintained through- 
out the day when pempidine is given orally at five-hourly 
intervals. The dosage of pempidine can be quickly 
increased, owing to the rapid elimination of the drug. 

The chemical and physicochemical properties of pempi- 
dine and of mecamylamine in relation to their ganglion- 
blocking action are discussed. 


We gratefully acknowledge the encouragement given us by Prof. 
J. McMichael, F.R.s., and his help in the preparation of this paper. 
Thanks are also expressed to Messrs. May & Baker Ltd. for supplies of 
pempidine (‘ Perolysen ’) and 2 : 2, 6 : 6-tetramethylpiperidine, and 
to Messrs. Merck, Sharp & Dohme for supplies of mecamylamine 
and dimethylaminoisocamphane. 
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INFLUENZAL ENCEPHALOPATHY AND 
POSTINFLUENZAL ENCEPHALITIS 
T. H. FLEWETT 
M.D. Belf. 
VIROLOGIST, BIRMINGHAM REGIONAL HOSPITALS 
J. G. Hout 
M.B. Birm., D.C.H., D.Path. 
PATHOLOGIST, LITTLE BROMWICH GENERAL HOSPITAL 
From the Regional Virus Laboratory and Pathological Laboratory, 
Little Bromwich General Hospital, Birmingham, 9 

Cases have recently been described (Dubowitz 1958, 
McGill and Goodbody 1958, Compton Smith 1958, 
Dunbar et al. 1958) of encephalitis, both fatal and non- 
fatal, associated with attacks of influenza-like illness 
and occurring at a time when Asian influenza was 
prevalent. 

The last time that a virus antigenically similar to 
A/Singapore/57 caused an epidemic was in the winter 
of 1889-90: according to Mulder and Masurel (1958), 
pooled sera from people born before that date neutralise 
Asian influenza-virus hemagglutinin, whereas sera taken 
before the 1957 epidemic from younger persons do not. 
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Clarke et al. (1958) and Henle et al. (1958) have reserva- 
tions about this). Accordingly we looked through some 
of the German and English medical journals for 1890 
the Deutsche medizinische Wochenschrift, Virchows Archiv, 
the British Medical Fournal, and The Lancet) to see 
whether there was any mention of acute encephalitis 
associated with, or as a sequel to, clinical influenza; but 
we found no such case recorded, though Crome (1954) 
had earlier noted three reports of it in the German 
literature of 1892. In more recent years, however, some 
authors have described an association between clinical 
influenza and either encephalitis or the Guillain-Barré 
syndrome. In most cases laboratory confirmation of 
influenza-virus infection, either by isolation or by sero- 
logical methods, was lacking. 


1930) described two cases of encephalitis. 
Holmes (1947) described six cases of atypical pneumonia, of 
which two were associated with polyneuritis, three with 
lymphocytic meningitis, and one with encephalitis. Hollander 
1947) reported twenty-three cases of sensory polyneuritis, of 
which seventeen had an influenza-like illness 1-3 weeks before 
onset, and two had congestion of the fauces. Leigh (1946) 
described nine cases of encephalitis, myelitis, or polyneuritis 
occurring during an epidemic of influenza B. More recently, 
cases with evidence of influenza A have been 
reported by Jennings (1952), who reported two cases of severe 
polyneuritis and a case of lymphocytic meningitis following 
attacks of influenza A. Ferraro and Roizin (1957) have pub- 
lished a useful general review of postinfective encephalitis, 
and Crome (1954) gives a good review of the older literature 
on encephalitis associated with influenza. 


Greenfield 


serological 


We have collected a number of cases where influenza- 
virus infection has been associated with neurological 
disturbance of various kinds. Most occurred during the 
autumn epidemic, but a few occurred early this year. 
These fell into four groups: 


Group 1.—Fatal tases with a history of convulsions or fits 
or clinical ** encephalitis ”’ at the height of an attack of influenza, 
associated with a very congested brain at necropsy. The diag- 
nosis was confirmed by isolation of Asian-type virus from the 
lungs, and in one case from the brain as well. When the illness 
had lasted 6 or 7 days, complement fixation to a titre of 1 : 8- 
1 : 16 could usually be got with influenza-A soluble antigen 
and postmortem serum. Attempts to isolate virus from the 
lungs failed in one case: but the naked-eye and histological 
appearance of the lungs was typical of influenza, and the 
necropsy was carried out more than twenty-four hours after 
death. 

Group 2.—A history of encephalitis with onset from 3 days 
to 2 weeks after an attack of influenza. In its most dramatic 
form this presented as confusion proceeding to coma, with 
flaccid limbs and little or no response to stimuli. Diagnosis 
was made by demonstration of a high complement-fixing titre 
a rise from 1 : 64 to 1 : 128 being found in one case) or by 
the presence, after recovery, of antibodies inhibiting hamag- 
glutination by Asian influenza virus, or both. 

Group 3.—Cases presenting with ascending sensory and 
motor disturbance of the Guillain-Barré type. 


Group 4.—Misleading cases. 


Laboratory Investigations 
Sera were put up at a dilution of 1 : 4 against heated 
poliomyelitis-virus antigens (types 1, 2, and 3) and at a 
dilution of 1 : 8 against mumps soluble and viral antigens, 
influenza A, B, and C soluble antigens, psittacosis-group 
antigen, Q-fever antigen, and adenovirus antigen. 


For the hamagglutination-inhibition test sera were treated 
with trypsin according to the method of Sampaio and Isaacs 


(1953) to destroy non-specific inhibicor. Sera inhibiting 50°, 
hamagglutination of 1°,, human group-0 cells by four agglutin- 
ating doses to an initial dilution of 1 : 16 or greater were 
regarded as affording evidence of past infection. 

Brain suspensions, 20°,, in saline solution, were made of a 
pool of pieces taken from cortex, white matter, basal ganglia, 
cerebellum, and medulla. Brain and fecal suspensions were 
inoculated into cultures of human-embryo liver-cells; the 
HuLi line established by Westwood et al. (1957) was used; its 
sensitivity to polioviruses and adenoviruses is very similar to 
that of HeLa cells. It is not susceptible to ECHO virus type 9. 
Brain and feces from our most recent case was inoculated also 
into their MK 1 line of rhesus kidney-cells, which are readily 
susceptible to ECHO viruses. 

Influenza virus was isolated from 10-20 lung and or 
trachea suspensions in saline-broth in 12-13-day-old eggs by 
the amniotic route in the usual way. Where the morbid 
anatomical appearances strongly suggested influenza, egg 
cultures were usually positive where necropsy was done within 
24 hours of death, and usually negative after that time; but 
on one occasion influenza virus was isolated about 44 hours 
after death. 

Histological preparations were made of some pieces of brain, 
but most of the material is still undergoing the lengthy 
neuropathological embedding. 


Illustrative Case-reports 

One case-history typical of each group will be given in 
detail; significant aberrations from this pattern will be 
mentioned where necessary. 

GROUP 1 

Six patients, aged 3’, 4, 11, 12, 30, and 44; two 
children were siblings. 

Case 1.—A boy, aged 11. Developed influenza in Septem- 
ber, 1957. He vomited copiously 4 days later and he became 
delirious the following day. On admission to Little Bromwich 
Hospital 6 days after the onset he was stuporous, with cerebral 
irritability and a mild left facial paresis: tendon-reflexes were 
brisker than normal, and both plantar responses were extensor. 
A clinical diagnosis of influenzal encephalitis was made. His 
cerebrospinal fluid (c.S.F.) contained less than 1 cell per 
c.mm.; protein was 10 mg. per 100 ml., and chloride 770 
mg. He rapidly became comatose and died the day after 
admission. 

Postmortem Findings.—At necropsy 44 hours after death 
(the body having been refrigerated) the trachea showed acute 
inflammation, with a little thin pus within the lumen. The 
lungs showed patchy consolidation, with only a few areas of 
haemorrhage. The brain appeared soft, swollen, and friable, 
with intense congestion of the surface vessels. On section, the 
vessels of the white matter were found to be dilated, but there 
were no macroscopic hamorrhages. Infiuenza virus of the 
Asian type was isolated from a tracheal swab, though not from 
brain or lung. Tissue cultures inoculated with suspensions of 
faces and brain remained healthy. 

The two youngest patients presented with convulsions 
as the only cerebral complication. From the one aged 
3'/,, influenza virus was isolated both from the brain 
suspension and from a pool of lung and trachea; but the 
brain suspension yielded no virus when diluted 1 : 10, 
whereas virus grew in 4/4 eggs inoculated with a dilution 
of 1 : 1000 (the highest dilution tested) of the lung and 
trachea suspension. It is not unreasonable to suspect that 
the pieces of brain may have been contaminated with virus 
in the postmortem room, because no precautions were 
taken to prevent this; or there may well have been virus 
present in the blood-stream. Histological examination of 
a few blocks revealed no gross changes in the brains from 
any of these cases; no perivascular infiltration with 
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inflammatory cells was noted. Detailed histological 
studies are being done but are not yet ready. 


GROUP 2 
Four patients, aged 2, 7, 10, and 46. 


Case 2.—A man, aged 46, employed in a chocolate factory, 
was admitted on Oct. 2, 1957. 4 days before admission he 
had had “ flu’’; he went back to work 2 days later. On the 
day of admission he became increasingly mentally peculiar. 
By 10 p.M. that day he was comatose but would grasp at objects 
put into his hands with a peculiar coarse tremor. Next day 
he was deeply comatose, not responding to stimuli, and having 
a succession of fits. His C.s.F. contained 188 cells per c.mm., 

130 erythrocytes, 45 lymphocytes, and 13 polymorphs); pro- 
tein was 111 mg. per 100 ml., sugar 72 mg., and chloride 
670 mg. There were no localising physical signs. His tem- 
perature was unstable, fluctuating up to 104-8°F. He was 
treated with paraldehyde and corticotrophin, and with 
streptomycin as for tuberculous meningitis. His temperature 
fell on the 3rd day after admission, and he looked much better. 
2 days later he was conscious again; the day after that a red 
rash, almost varicelliform, appeared on his back across his 
shoulders but not elsewhere. It had disappeared 2 days later, 
when he was almost normal mentally though he still seemed a 
bit dazed. On Oct. 11 his C.s.F. contained protein 42 mg. per 
100 ml., no globulin, 6 lymphocytes, 1 polymorphonuclear 
leucocyte, and 107 erythrocytes per c.mm. A Lange test 
showed 1,1,1,1,0,0,0,0,0,0. He made a complete recovery. 

Complement-fixation tests against influenza-A antigen gave 
titres of 1 : 64and 1 : 64+ on sera taken 2 days after admission 
and 14 days later. The ¢.s.F. was inoculated into eggs and 
tissue cultures of HuLi cells; no virus was isolated. Comple- 
ment-fixation tests for the other antigens and the Paul-Bunnell 
test were negative. Faces were unfortunately not available 
in the acute stage. 


At least three of these patients showed instability of the 
temperature-regulating mechanism. One child, aged 2, 
recovered very slowly and was left with some residual 
spasticity. All were treated in the acute state with 
corticosteroids of one kind or another, and all but one 
recovered rapidly. 

GROUP 3 

Two males—one aged 2 years 8 months, the other aged 
39. The onset was 11 days and 7 days respectively after 
an attack of clinical influenza. 


Case 3.—The boy was admitted to the Children’s Hospital 
on Oct. 21 with 3 days’ history of malaise and constipation, 
2 days’ history of crying at night. On admission all his reflexes 
were found diminished; Kernig’s sign was positive; the back, 
but not the neck, was stiff. A white cell count showed 15,400 
per c.mm. (polymorphs 54%,). His C.s.F. contained 50 cells per 
c.mm. (lymphocytes 90°,), sugar 82 mg. per 100 ml., and 
protein 260 mg. No virus was isolated from the faces. Comple- 
ment fixation for poliomyelitis was negative on two samples of 
serum taken 10 days apart; both gave a positive complement 
fixation for influenza-A soluble antigen at 1 : 32+. Paralysis 
spread upwards from below. Partial respiratory paralysis was 
treated by positive-pressure respiration; treatment with 
corticoids was associated with recovery of movement from 
above downwards. The child made a complete recovery with 
no residual paralysis. At no time was there detectable sensory 
impairment. 

Case 4.—A radio engineer, aged 39, had “ flu” early in 
October and returned to work 4 days after the onset. 3 days 
later he felt tired and developed weakness of his legs and 
difficulty in walking and micturition. 2 weeks later he noticed 
weakness in his arms, and he was admitted to hospital on 
Oct. 14. He was now febrile and had no reflexes or power of 
movement in his legs; his arms were weak, and he showed 


some nystagmus. His C.s.F. contained 200 erythrocytes and 
200 leucocytes (lymphocytes 80%), protein was 445 mg. per 
100 ml., sugar 51 mg., and chloride 654 mg. Pandy ++, 
Lange 0,0,0,1,2,2,2,1,0,0. His haemoglobin was 95%, and 
the white-cell count 19,000 per c.mm. (polymorphs 87%). 
There was no sensation to pinprick below T.3, and no sensation 
to touch below T.6. Lung expansion was poor, only the dia- 
phragm working. 

Next day respiration became weaker; a tracheotomy was 
done, and he was placed in a respirator. His eye movements 
became limited, bilateral facial weakness appeared, and his 
tongue was protruded to the left. Cortisone therapy was 
started and maintained for 4 weeks. 10 days later the cranial 
nerves were normal and arm movement improved. Over the 
next few days his breathing improved and he was independent 
of the respirator for long periods. His left ankle and knee jerks 
returned, and his plantar responses became extensor. A severe 
bedsore, however, persisted, and after 6 weeks in hospital 
he became ill and died 2 days later of bronchopneumonia. 

Sera taken on admission and 14 days later both gave a 
complement-fixation titre of 1 : 32 for influenza A. Egg and 
tissue cultures inoculated with c.s.F. and throat washings 
yielded no virus. The cortisone treatment may well have 
prevented a rise in the complement-fixation titre after 
admission. 

Postmortem Findings.—Patchy bronchopneumonic consolida- 
tion was found in both lungs. The brain was fixed whole. 
Histologically, perivascular demyelination was found; it was 
greatest in the cord, areas of demyelination being so extensive 
as to become confluent. In the medulla the lesions were not so 
extensive, but one confluent area of demyelination almost 
surrounded one olivary nucleus. Lesions were numerous in the 
cerebellar peduncles, especially in the middle peduncle, and 
were also found in the white matter near the lateral wall of the 
ventricle near the hippocampus major. Fat-filled macrophages 
were seen in and around the perivascular spaces. All the lesions 
appeared to be at about the same stage. 


This clinical history and the histological findings 
resemble closely Greenfield’s (1930) second case. 


GROUP 4 

This group comprises cases presenting with a history of 
an influenza-like illness followed, after an interval of a few 
days, by neurological illness, and where complement- 
fixation tests or hemagglutination-inhibition tests, or both, 
for influenza remained persistently negative; and cases 
where the diagnosis of influenza was in doubt, or where 
some possible cause other than influenza was discovered. 
There were six such patients, aged 3, 5, 6, 32, 50, and 50. 

Case 5.—A boy, aged 5, had headache, abdominal pain, 
lassitude and drowsiness a week before admission. His mother 
noticed that he had some muscular stiffness. On admission on 
Nov. 11, 1957, his temperature was 99:4°F and his pulse-rate 
120. He was apathetic, with generalised muscular rigidity. 
His plantar reflexes became extensor but reverted to normal 
5 days later. His c.s.F. contained 9 leucocytes per c.mm. and 
a sligbt increase in protein. The muscular rigidity gradually 
subsided, and the boy went home. 

No virus was isolated from c.s.F. or faeces, but the comple- 
ment-fixation titre for influenza rose from 1 : 64 on serum 
taken soon after admission to 1 : 128 on convalescent sera. 
However, poliovirus type 1 was isolated from the faces of his 
cousin, aged 6, who was admitted the following day, also with 
3 days’ history of drowsiness, abdominal pain, and headache. 
No paralysis developed, and he was discharged on Dec. 2, in 
good condition. Complement-fixation titres against influenza 
A were the same as for his cousin. Influenza virus was not 
grown from throat swabs in either case. The complement- 
fixation test against poliovirus heated antigen remained 
negative. 


Acute hemorrhagic leucoencephalitis was found in only 
one patient post mortem. Serum was unfortunately not 
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taken before death or at necropsy, and no virus was 
isolated from lungs, central nervous system or faces, but 
a respiratory infection was suggested by the following case: 
Case 6.—A woman, aged 33, complained of cough, general 
, and tiredness a week before admission. The day before 

* vomited and could not sleep at night. On the 
Nov. 5, 1957) she complained of weakness 
I m and leg and subsequently became incontinent 
id stuporous. Her temperature was 101°F, and she was 
ng frequent convulsions. All her tendon-jerks were 
rated; her plantar responses was extensor, and she had 
| ankle clonus. Lumbar puncture yielded hazy C.S.F. 
1000 polymorphs and 30 lymphocytes per c.mm., 
rotein 228 mg. per 100 ml., sugar 51 mg., and chloride 760 mg. 
vulsions persisted next day, and she died that afternoon. 

t necropsy her brain was swollen and congested. On section 
I ll petechial hemorrhages were found involving 

e matter of the cerebral hemispheres almost exclusively, 
he brain-stem on the right side showed similar lesions. 
lly “‘ ring hemorrhages ”’, with much perivascular 
h many polymorphs and some lymphocytes, were 
Acute tracheitis was present and the trachea contained 
lur histologically showed no gross abnormality— 
hing to support a diagnosis of epidemic influenza. 

1za virus was not isolated from brain or lung, and no 
virus was isolated in tissue culture from brain, 
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It is possible, but by no means certain, that thjs was a 
ase of influenza-virus infection; if so, the lungs returned 
logical normality remarkably rapidly. It seems 


likely that the tracheitis was due to something other 





in Asian influenza. 
The next case presented a similar history but the 
tient recovered completely. 
\ man, aged 50, complained of shivering and 
n the back. This was on Jan 1, 1958, at a time when 
\sian-type virus was being isolated in the Midlands, 
of influenza was made. Next afternoon he was 
1 con e, but consciousness returned gradually over the 
+ days. His C.s.F. contained 20 lymphocytes per c.mm., 
was 80 mg. per 100 ml., chloride 720 mg., and sugar 
mplement-fixation test for influenza remained 
onvalescence, the only positive finding being a 
1 acute and convalescent sera against 


a mouse-brain antigen prepared 





rp implex virus, with 
ording to Balducci et al. (1956). 
Ihree other patients presented with encephalitis-like 


ptoms following attacks of “ influenza ”’; oculomotor 
listurbances were common to all three, and all gave 
-omplement-fixation tests, and, in the two cases 
done, negative hamagglutination- 


negative 


where they were 


inhibition tests also. 
Case 8.—A man, aged 50, became confused, diplopic, and 
nsteady after “ quite typical flu” in mid-September, 1957. 
His diplopia lasted only about 24 hours, but 6 weeks later, 
when he was seen as an outpatient, he was still unsteady, felt 
and had trouble with his memory. He was slightly 
urthric and had mild lateral nystagmus and intention tremor. 
Hjs gait was severely ataxic. He slowly improved after this 
when last seen was much better though not ready to return 
work. Complement-fixation and hemagglutination-inhibi- 

mn tests were negative. 
Discussion 

he problem is whether encephalitis associated with 
caused in some way, directly or indirectly, by 
virus, or whether the relationship is a chance 


influenza 1 


» influenza 


During an epidemic such as last autumn’s usually 
are seldom referred to a laboratory unless they have 
ires of special interest or the diagnosis is in doubt. 


Among the cases reported here are some where the associa- 
tion of clinical “* influenza ’”’ with encephalitis was mis- 
leading; and less notice may well have been taken of 
influenza following encephalitic symptoms than of 
encephalitis following influenza. All the cases reported 
here have been “ selected ”’ in this respect by the clinician 
or pathologist, and a statistical analysis of them would 
obviously not be valid. 

Serological evidence has been adduced by ourselves and 
also by others (Dubowitz 1958, Dunbar et al. 1958, and 
others) to support the diagnosis of influenza-A virus 
infection in association with encephalitis. Now most of 
these cases occurred during the epidemic spread of a virus 
in an almost uniformly susceptible “‘ virgin ’’ population. 
It would be interesting to know what proportion of the 
population as a whole would have given a positive comple- 
ment fixation when the epidemic had just subsided—the 
time when convalescent sera were taken from most of the 
cases under discussion. Most of the sera submitted to the 
Regional Virus Laboratory at this time gave a positive 
result, but most of them were from patients with a history 
of “‘ flu’, and so were not representative. 

Other evidence was sought. Dunbar et al. (1958) esti- 
mated that clinical influenza affected 20°, of the popula- 
tion; but among those admitted to hospital for any reason 
the infection-rate (clinical and subclinical) was probably 
much higher than that. 

In a residential school for children with damaged hearts 
only four of about fifty children escaped illness. The fact that 
the temperatures of all the children in the school are taken 
twice daily as a routine made detection of minor illness easier. 
Though some children had slight pyrexia for only 24 
hours, their complement-fixation tests nevertheless became 
positive. 

Sera were taken in December from all the forty-two 
children operated on for appendicitis in the Children’s 
Hospital, Birmingham, in September, October, and 
November. Hamagglutination-inhibiting antibodies to 
Asian influenza were found in forty. Of fifty-two sera 
taken at random from children attending as outpatients at 
that hospital thirty-five had similar evidence of past infec- 
tion; so had thirteen of twenty adults attending as out- 
patients at Little Bromwich Hospital. Presumably most 
of these patients acquired their infection during the 
epidemic. It therefore seems that a convalescent serum 
from anybody admitted to hospital, from whatever cause, 
during the epidemic would have had a good chance of 
giving a positive complement-fixation test for influenza. 
Of a much larger series collected in Sheffield after the 
epidemic Clarke et al. (1958) found that 44% of the 
population had neutralising antibodies after the epidemic, 
though 56%, of those aged 0-10 years and 70%, of those 
aged 10-20 gave evidence of infection. In view of the very 
good chance of catching influenza in hospital during an 
epidemic, our figures agree reasonably well with those of 
Clarke et al. (1958). 

The association of influenza with the cerebral symptoms 
and postmortem findings in group 1 is quite clear. 
Whether it is necessary to invoke a specific toxic or 
infectious action of the virus seems doubtful. We could 
not say confidently that all the changes seen could not 
have been produced by the severe anoxemia and venous 
congestion associated with a hemorrhagic pneumonia 
persisting for several days. ‘‘ Encephalopathy ”’ seems a 
more appropriate term than “ encephalitis ”’. 

To see whether there was anything unusual about 
viruses from “ encephalopathic ” cases, strains of virus 
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isolated from cases in group 1 at the end of the epidemic 
and convalescent sera from their relatives were compared 


by the hemagglutination-inhibition technique with 
convalescent sera and viruses isolated from uncomplicated 
cases of influenza in the Midlands at the beginning of the 
epidemic. The viruses in each case had had one amniotic 
and two allantoic passages. Eight strains of virus and 
eight sera were put up against each other in a “ chess- 
board ”’ type of experiment. No differences outside the 
limits of experimental error were found between any 
of the viruses. 

The etiological association of influenza, at a time when 
the infection was so widespread, with encephalitis or 
myelitis in groups 2 and 3 seems less certain. Although 
a case could be made out for it, we feel that the evidence 
for a direct connection is insufficient. This observation 
is supported by the cases in group 4. Furthermore, it is 
not rare to elicit a history of respiratory infection or of 
pyrexia preceding by a few days the onset of encephalitis 
occurring at times when epidemic influenza is not 
prevalent. 

We endorse the remark of Dunbar et al. (1958) that 
more evidence is needed. 


Summary 

Cases are described of encephalopathy, encephalitis, or 
ascending paralysis associated with Asian-type influenza- 
virus infection. The diagnosis of influenza was supported 
by isolation of the virus or by serological means. 

Cases clinically simulating postinfluenzal encephalitis, 
where serological tests for influenza remained negative in 
convalescence, or where another possible cause of 
encephalitis was found, are also described. 

An attempt is made to assess the significance of positive 
serological findings for influenza in cases of encephalitis 
at a time of epidemic spread. 

It is concluded that, though the hypothesis is attractive, 
the etiological relationship between  influenza-virus 
infection and “ postinfluenzal encephalitis ”’ is not proven. 

We wish to thank Prof. W. Melville Arnott, Dr. R. D. Blachford, 
Dr. R. Fothergill, Dr. J. M. Garvie, Dr. M. Jefferson, Dr. A. C. 
Kendall, Dr. F. L. Ker, Dr. J. C. Macaulay, Dr. Clifford Parsons, 
Dr. W. Carey Smallwood, Dr. S. R. F. Whittaker, and Mr. J. A. 
Williams for permission to mention their patients and for details of 
case-records; to Dr. W. H. J. Baker, Dr. W. T. Smith, and Dr. A. L. 
Woolf for details of postmortem and histological findings; and to 
Mr. N. E. Chard and Mr. J. R. Foster for most of the serological 
work and virus isolations. We are indebted to Messrs. Lederle, Inc., 
for the diagnostic antigen for Q fever, and to Dr. J. C. N. Westwood 
and Dr. F. Sheffield, for the cultures of MK 1 and HuLi cells. 
Prof. C. H. Stuart-Harris kindly read our draft and drew our 
attention to Dr. Crome’s paper. 
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NEUROLOGICAL DISORDERS ASSOCIATED 
WITH ASIAN INFLUENZA 
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F.R.C.S. 
SENIOR REGISTRAR IN NEUROSURGERY 


THE ROYAL INFIRMARY, CARDIFF 


Reports of disorders of the nervous system during 
epidemics of influenza have appeared from time to time 
(Leigh 1946, Holmes 1947, Jennings 1952). Following the 
recent epidemic of influenza A (Asian), Dubowitz (1958) 
reported 2 cases, and further examples were given by 
Compton Smith (1958) and McGill and Goodbody (1958). 
In few cases, however, have laboratory studies adequately 
established that influenza was the primary disorder. 

During October and November we saw 4 patients in 
whom neurological disorders followed a febrile illness 
suggestive of influenza. We here report these cases and 
give details of influenza-A (Asian) antibody titres. 


Case-reports 

Case 1.—A boy, aged 16, was admitted to the Cardiff 
Royal Infirmary on Nov. 20, 1957. Nine days previously he 
had felt unwell, with headache, muscle pains, fever, and cough. 
He was seen by his family doctor, who diagnosed Asian 
influenza. His symptoms persisted for three days. On the 
fourth day his fever subsided and he felt better. On the evening 
of the fifth day his headache returned and he started to vomit. 
Headache and vomiting increased in frequency and severity 
until the eighth day, when he became drowsy and was admitted 
to a local hospital. He was transferred to the Cardiff Royal 
Infirmary next day. 

He was drowsy, irritable, uncooperative, and unable to 
understand or carry out simple instructions. There were no 
involuntary movements. The temperature was 98-6°F, pulse- 
rate 90 per minute, respiration-rate 18 a minute. There was 
slight neck rigidity. No abnormality was detected in the 
cranial nerves. In the extremities there was slight reduction in 
muscle power in the left arm and leg but the tone was normal 
on both sides. Voluntary movements of both upper limbs were 
poorly carried out. Sensation to pin-prick and cotton-wool 
was normal. Tendon reflexes were present and symmetrical, 
but the plantar responses were extensor. There were no® 
abnormal signs in other systems. 

Investigations.—Lumbar puncture on the day of admission 
yielded a clear cerebrospinal fluid under a pressure of 70 mm. 
H,O: cells, less than 5 lymphocytes per c.mm.; protein 20 mg. 
per 100 ml., chloride 138 mEq. per litre, sugar 80 mg. per 
100 ml. 

The blood-count was normal. A radiograph of the chest 
revealed no abnormality. An electroencephalogram on the day 
after «dmission showed a grossly abnormal record, with high- 
voltage slow delta waves and a little theta activity in all leads 
(fig. 1). 

Complement-fixing antibodies for influenza A produced a 
titre of 1/1024 (Nov. 20) and 1/256 (Dec. 2 and 5). By 
hemagglutination inhibition the titre on Nov. 20 was 1/512 for 
the Asian variety and less than 1/4 for the Scandinavian, Eire, 
and Dutch strains. 

Progress.—His condition remained unchanged for about 
thirty-six hours and then steadily improved. By Nov. 25 he 
was fully alert, cheerful, talkative, and free from symptoms. 
He had complete amnesia for events between Nov. 12 and 23. 
The electroencephalogram taken on Nov. 25 was normal. 

Case 2.—The 13-year-old sister of the boy in case 1 was 
admitted to the Cardiff Royal Infirmary on the same day. She 
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Fig. 1—Case 1: electroencephalogram, Nov. 21. 


had been taken ill at the same time as her brother and her 
illness followed the same course. She became drowsy on 
Nov. 18 and next morning was semicomatose. She was admitted 
to a local hospital in coma and was transferred to the Cardiff 
Royal Infirmary next day. 

She was in deep coma. There were no involuntary move- 
ments. Temperature 101-6°F, pulse-rate 100, respiration-rate 
35 a minute. The pupils were dilated and fixed to light. The 
fundi were normal. The limbs were flaccid with symmetrically 
diminished tendon reflexes. Both plantar responses were 
extensor. There was no response to painful stimuli. No 
abnormal signs were detected in the cardiovascular or respira- 
tory systems. 

Investigations.—Lumbar puncture on the day of admission 
produced a clear colourless fluid under a pressure of 90 mm. 
H,O: cells < 5 per c.mm., protein 39 mg. per 100 ml.; chloride 
124 mEq. per litre; sugar 99 mg. per 100 ml. 

Hb 15-5 g. per 100 ml., leucocyte-count 11,800 per c.mm. 
91°, polymorphs). Platelet-count on Nov. 25, 45,000 per 
c.mm.; Dec. 5, normal. A radiograph of the chest revealed no 
abnormality. 

An electroencephalogram (Nov. 21) showed a grossly 
abnormal record. The tracing was very flat, but occasional 
slow subdelta waves occurred exhibiting bilateral frontal pre- 
dominance. During part of the record the slow activity showed 
a definite periodicity (fig. 2). A further electroencephalogram 
on Nov. 27 was normal. 

The titre of complement-fixing antibodies for influenza A 
was 1/2408 (Nov. 20), 1/128 (Dec: 2) and 1/64 (Dec. 5). By 

zmagglutination inhibition the titre was 1/480 for the Asian 
variety and less than 1/4 for the Scandinavian, Eire, and Dutch 
strains on Nov. 20. 

Progress.—Shortly after admission her temperature rose to 

104-6°F, the respiration-rate increased to 44 a minute, and her 
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Fig. 2—Case 2: electroencephalogram, Nov. 21. Electrode positions 
as in fig. 1. 


condition became critical. She was treated with parenteral 
cortisone (50 mg. six-hourly) and penicillin (1 million units 
six-hourly). Within four hours some clinical improvement was 
apparent. Next day her pupils reacted sluggishly to light but 
there was otherwise no change in her condition. Her attitude 
was one of decerebrate rigidity, with the upper limbs medially 
rotated at the shoulder joints, extended at the elbows and 
hyperpronated; the legs were held in extension with the feet 
plantar-fiexed. On Nov. 23 she began to respond to painful 
stimuli, and to exhibit alternating phases of rigidity and 
flaccidity. She remained pyrexial but the respiration-rate was 
less rapid. On Nov. 25, after six days in coma, she recovered 
consciousness rapidly and was able to recognise her parents. 
She was then noted to have a foot-drop on the left, with 
complete paralysis of the extensors and peronei, and an area of 
sensory impairment to pin-prick over the dorsum of the foot. 
This was thought to be due to compression of the lateral 
popliteal nerve. Otherwise her recovery was uneventful. When 
seen recently, however, she complained that writing was 
difficult and her script had changed in character. 

The Family.—The mother, father, and 2 children other 
than cases 1 and 2 all had febrile illnesses diagnosed as Asian 
influenza. Complement-fixation tests were done on three who 
were not admitted. The results were: 


Date Complement-fixation Hamagglutination 


influenza A inhibitions 
Asian Scan- (Eire) (Dutch) 
Father Nov. 25 1/32 1/64 <1/16 <1/8 <1/8 
Dec. 5 1/16 1/64 <1/16 <1/8 <1/8 
Mother Nov. 25 1/128 1/64 <1/8 <1/16 <1/8 
7 1/128 1/128 <1/32 <1/16 <1/4 


Daughter Nov. 2 
This daughter had an episode of drowsiness and headache four 
or five days after the febrile illness, but recovered without 
treatment. 

These results, and those of cases 1 and 2, indicate recent 
infection with influenza A (Asian). 

Case 3.—A woman, aged 32, was admitted to the Cardiff 
Royal Infirmary on Nov. 26, 1957. On Oct. 26 she had a short 
illness of three days, with aching limbs, coryza, and slight 
cough. This was thought to be influenza. On Nov. | blurring 
of vision, diplopia, and occasional vomiting developed. Three 
days later she was admitted to a local hospital, where she was 
found to have a loss of vertical conjugate gaze and blurring of 
the disc edges; and the right knee and ankle jerks were more 
brisk than those on the left. At lumbar puncture, the fluid was 
clear and colourless and under a pressure of 160 mm. H,O. 
It contained no cells, and the protein content was 30 mg. per 
100 ml. 

She was transferred to the Cardiff Royal Infirmary on 
Nov. 26, 1957, for further investigation, but by now felt 
perfectly well. She was alert. The pupils were dilated, the 
right more than the left, and the reaction to light was very 
sluggish on both sides. The pupil response to convergence 
was impafred, and there was limitation of conjugate upward 
gaze. The rest of the cranial nerves were normal. There 
were no abnormal neurological signs in the upper or 
lower limbs, and no other abnormal physical signs were 
demonstrated. 

Investigations.—Cerebrospinal fluid (c.s.F.). under normal 
pressure: cells 5 per c.mm.; protein 37 mg. per 100 ml.; 
chloride 127 mEq. per litre. Blood and c.s.F, Wasserman and 
Kahn tests negative. Blood-count normal. An electroence- 
phalogram on Nov. 27 was within normal limits. 

Complement-fixing antibodies for influenza A were present 
at a titre of 1/64 (Nov. 27) and 1/64 (Dec. 5). By hamagglutina- 
tion inhibition the titre was 1/128 for the Asian variety and less 
than 1/16 for the Scandinavian, Eire, and Dutch strains, 
indicating a recent infection with influenza A (Asian). 

Progress. —While she was in hospital the diplopia cleared up 
completely. A lumbar air encephalogram failed to reveal any 
abnormality. She was discharged home on Dec. 9, 1957. 


Case 4.—A girl, aged 6 years, was taken ill on Oct. 23, 1957, 
with headache and fever. Next day she felt better but was 
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thought to have a cold. On Oct. 26 she was listless and reluc- 
tant to play. She was, however, well enough to travel to 
Cardiff next day. During the journey she began to vomit and 
this persisted, with pain in the back of the neck, until she was 
admitted to a local hospital on Oct. 30. Here she was found to 
be drowsy but easily rousable, cooperative, and normally 
oriented. Temperature 100:2°F, pulse-rate 110, respiration- 
rate 26a minute. There was a slight increase in tone and reflexes 
in all four limbs. The plantar responses were equivocal. Signs 
of meningeal irritation were present. Lumbar puncture 
produced a fluid containing 80 lymphocytes per c.mm. and an 
increased amount of globulin. 

Next day she was more drowsy, the tone and reflexes in the 
right arm and leg were exaggerated, and the right plantar 
response was extensor. She was transferred to the Cardiff 
Royal Infirmary on Nov. 1. She was very drowsy, but could 
be roused by painful stimuli. Speech was limited to the word 
** yes ’’, and she did not seem to understand simple instructions. 
Neck rigidity was present, but Kernig’s sign was negative. 
Temperature, pulse-rate, and respiration-rate were normal. 
No abnormality was demonstrated in the cranial nerves. The 
limbs were hypotonic. There was slight weakness of the right 
arm and leg; the tendon reflexes on the right were slightly 
more brisk than those on the left. The right plantar response 
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Fig. 3—Case 4: electroencephalogram, Oct. 24. Electrode positions 
as in fig. 1. 


was extensor. The abdominal reflexes were not altered. No 
other abnormal neurological] signs were detected, and the other 
systems were normal. 

Investigations.—Shortly after admission the lumbar puncture 
was repeated: pressure 55 mm. H,O; 68 lymphocytes per 
c.mm.; protein 54 mg. per 100 ml. 

Blood-count normal. Radiographs of skull and chest normal. 

The electroencephalogram on the day after admission showed 
intermittent runs of high-voltage smooth delta waves at about 
3 cycles a second in all leads. A wide range of moderately 
high-voltage theta waves also occurred. There was no subdelta 
or focal activity (fig. 3). Complement-fixation tests gave the 
following titres: 

Complement fixation 


Date Influenza A Influenza C Mump: 
AY V 
Nov. 1 1/64 1/64 1/8 1/64 
Nov. 4 1/64 1/64 1/8 1/64 
Nov. 18 1/32 1/64 1/8 1/64 
Nov. 27 1/64 1/32 1/8 1/32 


By hemagglutination inhibition the titre was 1/32 for the 
Asian yariety on 3 occasions and 1/16 on Nov. 18. It was less 
than 1/8 for the Scandinavian, Eire, and Dutch strains. These 
figures are consistent with fairly recent infection by influenza A 
(Asian) virus. It is likely that the febrile illness was 
Asian influenza, but influenza C and mumps cannot be 
excluded. 

Lumbar punctures were performed daily for four days and 
then at increasing intervals. The cell-count rose to 1300 per 


c.mm. on the third day after admission and then dropped 
steadily to 5 per c.mm. on the eighteenth day. At the height 
of the pleocytosis there was a preponderance of polymorphs, 
but thereafter the proportion of lymphocytes steadily increased 
from 60%, to 90%, of the total cell-count. On Nov. 28 the 
cell-count was normal. The protein content varied between 
40 and 80 mg. per 100 ml. and the sugar between 50 and 
75 mg. per 100 ml.; and the chloride remained at about 
130 mEq. per litre. 

Progress.—A provisional diagnosis of meningitis was made 
and she was treated with penicillin. The diagnosis, however, 
was revised to one of encephalitis in view of the cerebrospinal- 
fluid findings. By Nov. 5 she was greatly improved and mentally 
alert and cooperative. Speech was normal except for a nasal 
quality, which her parents said was normal. No abnormal 
neurological signs could be found except for slight neck rigidity. 
She was discharged from hospital on Nov. 28. The electroence- 
phalogram on that day showed a very great improvement. 


Discussion 

In all these patients neurological involvement followed 
four or five days after the onset of a febrile illness. That 
this febrile illness was Asian influenza appears to have 
been established by the results of the complement- 
fixation tests in 3 cases. The high infectivity of the 
disease is shown by its spread in the family of the first 2 
cases, for the other 4 members of this family had febrile 
illnesses, and blood from .3 showed evidence of recent 
infection with influenza A (Asian). Blood was not 
obtained from the 4th member. The daughter whose 
blood was examined also had involvement of the nervous 
system following her attack of influenza. She complained 
of severe headache and became drowsy, but recovery was 
uneventful. Case 4 had an illness very like lymphocytic 
choriomeningitis, and was the only one in whom a cell 
response developed in the cerebrospinal fluid. The illness 
followed what was thought to be Asian influenza, and 
although the results of the complement-fixation tests do 
not altogether exclude influenza C and mumps, we believe 
that the neurological disorder in this case, as in the others, 
followed Asian influenza. 

3 of the patients (cases 1, 2, and 4) were very ill and 
caused some anxiety, but when recoVery began it was 
rapid and apparently complete. In cases 1 and 2 the 
electroencephalogram, although grossly abnormal at the 
height of the illness, soon reverted to normal. It has since 
been reported that the handwriting of case 2 has 
deteriorated, and this is probably evidence that recovery 
has not been as complete as was at first thought. 


é Summary 

In 4 patients severe disorders of the nervous system 
followed a short febrile illness. 3 of the patients had 
encephalitis and 1 had an illness resembling lymphocytic 
choriomeningitis. In all of them complement-fixation 
tests showed evidence of a recent infection with influenza 
A (Asian), but in one the antibody titres for influenza C 
and mumps were also raised. 

We wish to thank Dr. Idris G. Jones and Mr. Charles Langmaid, 
under whom the patients were admitted, and Dr. J. D. Spillane for 
helpful criticism. We are also indebted to Dr. A. D. Evans, of the 
Public Health Laboratory Service, who carried out and advised us 
about the complement-fixation tests, and to Mr. R. Marshall for 
the photographs. 
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ACUTE PSYCHOSES DUE TO 
ENCEPHALITIS FOLLOWING ASIAN 
INFLUENZA 
E. BENTAL 
M.D. Jerusalem 





UNIOR REGISTRAR, DEPARTMENT OF NERVOUS DISEASES, 
ROTHSCHILD-HADASSAH-UNIVERSITY HOSPITAL AND 
HEBREW UNIVERSITY-HADASSAH MEDICAL SCHOOL 
THERE have been three great influenza pandemics in 
the past seventy years, and after each of them various 
complications have been reported: pneumonia and myo- 
carditis, first described by Leichtenstern in 1896 (Lyon 
1956), encephalitis (Leichtenstern 1890, Pfuhl 1892), and 
psychoses (Rorie 1901 In the influenza epidemic in 
Jerusalem in 1957 we encountered acute psychotic 
manifestations in three children. 


Case-reports 

Case 1.—A boy, aged 15, was admitted on Sept. 25, 1957, 
in an acute state of confusion, anxiety, and restlessness. He 
cried and clung to his mother, claiming that she wanted to 
leave him. His parents related that, a week before, the boy had 
complained of severe frontal headaches. In spite of this he 
continued to attend school until two days before admission, 
when he suddenly left school before the end of lessons, appar- 
ently owing to an argument with his teacher. He was very 
restless when he came home and begged his mother to protect 
him from his teacher and not to abandon him. On the eve of 


his admission he st 








jlenly tried to strangle his mother. 

On examination no general or neurological abnormalities 
were found. The boy was in a state of great tension and kept 
his eyes closed all the time, claiming that his mother had 
forbidden him to open them. He begged continuously for his 
mother so that he might suck milk from her, expressing that 
same wish to every nurse who entered his room. He mas- 
turbated for hours and wet his bed. He refused food of any 
kind. No contact could be established with him. 

Treatment and progress.—Because of his extreme restlessness 
he was kept under constant sedative and tranquillising treat- 
ment. During the first five days he had slight pyrexia, which 
rose only once to 103-1 F. On the second day after admission 
forced grasping of his left hand was noticed. The first impres- 
sion was that the boy had acute hysteria probably connected 
with the argument at school with his teacher. The forced 
grasping which appeared later seemed to indicate an organic 
basis to his illness. Further support for this assumption was 
provided by electroencephalography: the record was grossly 
abnormal, with generalised slow activity of the delta range, 
with high amplitude mainly localised in the posterior regions 


of the brain (fig. 1 Repeated electroencephalography during 
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Fig. 1—Case 1: resting electroencephalogram. 


the next eight days, showed similar diffuse abnormal patterns. 
Other investigations, including radiography of his skull and 
chest and chemical analysis of his blood and cerebrospinal 
fluid (C.s.F.) were normal. On the sixth day in hospital the 
boy grew calmer. His whole appearance changed; he became 
quiet, shy, and well behaved. He dressed neatly and ate 
normally. His orientation in time and place was good, but he 
remembered nothing of his illness. A fortnight after the onset 
he was back at school, a composed pleasant boy without any 
abnormal behaviour. 

Follow-up.—Repeated electroencephalography in the three 
months following his discharge showed a clear improvement, 
although the records were still moderately abnormal, with diffuse 
theta activity (fig. 2). Only sporadic cases of Asian influenza 
had been reported in Jerusalem at the time of the boy’s illness; 
so we did not relate this acute psychotic reaction to influenza. 
A later epidemiological investigation revealed, however, that 
all six members of the boy’s family had had Asian influenza 
after he had been admitted to hospital. Moreover influenza 
had already been reported among his neighbours three days 
before the onset of his illness. In view of this a sample of his 
blood was sent to be tested for hamagglutinin inhibition of 
influenza virus A Singapore 1 57, and a titre of 1:382 was 
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Fig. 2—Case 1: resting electroencephalogram three months after 
discharge. 


found, proving that the boy had had Asian influenza before 
his acute psychosis. 


Case 2.—A girl, aged 11' , years, had been ill for ten days. 
In the family all four children as well as the mother had had 
a febrile disease which had been diagnosed as Asian influenza. 
After recovery the girl attended school again, but after a week 
she returned from school complaining of headaches. She lay 
in bed for twenty-four hours in almost complete apathy. Then 
suddenly she became very restless, got out of bed, ran about 
the house, and went to neighbours, telling them that her 
father had killed her mother, and that she was left alone. The 
girl complained that she was being followed all the time by a 
woman who was trying to catch her. She presented a picture 
of acute anxiety and was brought to the hospital in that 
condition. 


On admission physical and neurological examination and 
lumbar puncture did not reveal any abnormalities. The blood- 
count was normal, and the erythrocyte-sedimentation rate 
E.S.R.) was 50 mm. in the first hour (Westergreen). Electro- 
cardiography gave a normal tracing. Radiography of the skull 
was normal, but radiography of the chest showed a slight 
shadowing in the inner part of the lower left lung and, to a lesser 
degree, on the right side too. On the basis of this finding 
viral pneumonia was diagnosed. The titre for influenza virus 
A Singapore /1 57 was 1:384. Electroencephalography gave a 
very abnormal record with generalised slow theta and delta 
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Fig. 3—Case 2: 








resting electroencephalogram. 


activity (fig. 3). During photic stimulation bursts of slow waves 
and spikes appeared, especially on closure of the eyes (fig. 4). 
Contact was most difficult to establish with the girl. She 
remained silent most of the time. Occasionally she would 
wander about the department looking absolutely lost. At times 
she would cry and yell for hours for no apparent reason. After 
four days she gradually calmed down and recognised people, 
especially her family. She remembered nothing of her illness. 
A radiograph of her chest before her discharge was normal. 
After a fortnight she returned to normal life, feeling quite 
well. 

Follow-up.—Repeated electroencephalography after her dis- 
charge showed a gradual improvement, although the tracings 
were still abnormal, with diffuse theta activity and sporadic 
spiky activity during photic stimulation. 


years, brother of case 2, was 
admitted on Nov. 20, 1957. Three weeks earlier he had been 
ill, together with other members of his family. During the 
last two days of his illness he was very restless, got out of bed, 
moved around aimlessly, and mumbled only incomprehensible 
words. Although he was known to be mildly retarded, 
attending a special school for such children, his mother found 
his behaviour unusually strange and abnormal during his illness. 
[hese signs disappeared gradually in two or three days. He 
became quiet again, went back to school, and for a week was 
well. Ten days after his recovery he suddenly returned from 
school before the end of lessons, complaining of severe head- 
ache and general malaise. At that time his orientation in time 
and place was still good. He was put to bed. During the next 
two days he again became restless, cried, and shouted. He 
complained that somebody was trying to catch and beat him. 


Case 3.—A boy, aged 9 


























fo EYES CLOSED 
\ a R. POST. FRONT. MID. TEMP 
A 
ely y / 
‘. L. POST. FRONT. MID. TEMP 
PYNNN rnwnAy 
} JV Vy vw 
\ ann Be R. MID. TEMP. POST. TEMP 
\ f\i A» A ; 
Vi) WL hea haat i caeiete 
vv V | IV Vv ¥y VU yy | 
ANNA - L. MID. TEMP. POST. TEMP. 
WW | ‘ANAL SIA 
; val " y a, 
d an fy } V WV \ : ‘ 
: R. POST. TEMP. OCCIP 
Ny, A Nan. || fn } ‘ 
rm) VV V\ AV SY "VJ / v Yas + 
: a L. POST. TEMP. OCCIP. 
wy ia hie \y"¥ VY / Vv ss 
pias nib 
38 PHOTIC STIMULATION 
| 60.v Eh 2 | 
1 SEC. 


Fig. 4—Case 2:.electroencephalogram during photic stimulation. 


He was in an extreme state of tension and anxiety and appar- 
ently had fears and hallucinations. In this condition he was 
admitted to hospital. 


On admission physical and neurological examination, radio- 
graphy of his skull and chest, and routine laboratory examina- 
tions revealed no abnormal findings. Culture of his c.s.F. for 
influenza virus was negative. His blood titre for influenza 
virus was 1:192, Electroencephalography gave a diffusely 
disturbed record with increased theta and delta activity, mainly 
in the posterior regions of the brain (fig. 5). This confirmed 
the tentative diagnosis of an organic psychosis in connection 
with the influenza. Electrocardiography gave an abnormal 
record with s-T depression in L2 and L3 with T waves of low 
voltage. On the basis of this finding postinfluenzal myocarditis 
was also considered. 


Progress.—Within ten days the boy calmed down. His 
whole expression changed, becoming serene, with no signs of 
fright or anxiety any longer. He started to become oriented in 
time and place but could not recall what had happened to 
him, or how he had come to be in hospital. Repeated electro- 
encephalography still gave diffusely abnormal tracings. 
Electrocardiography seven days later was again abnormal, 
showing notched T waves in V, and V,. Electrocardiography 
a week later still was within normal limits. The boy was dis- 
charged after a fortnight. He went back to school, but after 
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Fig. 5—Case 3: resting electroencephalogram., 


ten days he apparently had a relapse of the psychotic reaction 
and was readmitted in a state similar to that described above, 
characterised by restlessness and anxiety. 

On readmission physical examination revealed wet rales over 
both his lungs. A grade-1 systolic murmur was heard over 
the base of his heart. His pulse-rate’ was 120, blood-pressure 
12080 mm. Hg, and liver slightly enlarged. Neurological 
examination revealed no abnormalities. The E.s.R. was 19 mm. 
in the first hour (Westergreen). The titre of influenza virus 
A/Singepore 1/57 hamagglutinin inhibition in the blood was 
1:383—much higher than during his first stay in hospital. 
Radiography of his chest showed an enlarged hilum of the left 
lung and patchy shadows at the base of both lungs. Electro- 
encephalography gave a most abnormal record, worse than on 
the first stay in hospital, showing much theta and delta 
activity. Electrocardiography showed inverted T waves 
in V, and V, and a prominent R wave in aVR, this being a 
significant change in comparison with the previous electro- 
cardiograms, indicating right ventricular strain and myocardial 
damage. 

Treatment was started immediately with antibiotics, digitalin, 
and sedatives. At the end of a week the boy recovered from 
the acute psychotic state and became calm and well oriented 
again. 
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Follow-up  electrocardiography, although showing an 
improvement, was still abnormal, with notched T waves in 
V, and V;. 
Discussion 

All three patients developed psychotic manifestations 
from two to ten days after the onset of Asian influenza. 
These manifestations were almost identical in all the 
cases, including signs of acute anxiety, confusion, extreme 
restlessness, and ideas of persecution. The acute psy- 
chotic symptoms receded within the relatively short 
period of from six to eight days, leaving the patients with 
complete amnesia about what had happened to them 
during the acute stage of the illness. These three patients 
were children aged less than 16. Another feature common 
to all the cases was the diffusely abnormal electro- 
encephalograms which remained abnormal long after the 
clinical recovery of the patients. 

The appearance of acute psychotic states after influenza 
has been a well-established fact ever since the great 
influenza pandemic of 1899-1900 (Dillon 1909, Rouge 
1909, Graves 1928, Bartstra and Pesman 1950). The 
manifestations described were manifold and included 
depressions, manic conditions, amentias, acute delirious 
states, hysterical reactions, ideas of persecution, and 
hallucinations (Rorie 1901, Jelliffe 1918). At the beginning 
of the century some workers argued for and against a 
direct connection between such psychotic manifestations 
and influenza. Klemm (1901) rejected the idea of 
* specific ’’ influenzal psychoses, claiming that, in some 
patients at least, the psychosis was latent and only 
activated by the influenza. Other workers suggested 
bacteriological examinations as a means of correlating the 
onset of the psychosis with the influenza. Thus Neumann 
1914) suggested that the influenza microbe (Haemophilus 
influenzae) should be isolated from the c.s.F. by culture on 
pigeon’s blood-agar. In case 3 the striking rise in titre of 
the influenza virus hemagglutinin inhibition found during 
the boy’s second psychotic outbreak provided immuno- 
logical proof of a correlation between the activity of the 
influenza virus and the psychosis. Another bridge between 
these psychotic manifestations and the Asian influenza in 
the present cases was provided by electroencephalography, 
which revealed an abnormal pattern. The diffuse 
abnormal electrical activity of the brain in these patients 
supported the diagnosis of postinfluenzal encephalitis, 
whose only clinical manifestation was the acute psychosis. 


Summary 
Acute psychosis came on after Asian influenza in three 


children. 

In all three cases diffuse abnormal electrical activity 
of the brain was recorded. 

The acute psychosis was apparently the only clinical 
manifestation of encephalitis. 

Clinical remission occurred in a relatively short time, 
appearing much earlier than normal electroencephalo- 
grams. 

I wish to thank Prof. L. Halpern for his most helpful criticism and 
advice 
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PSYCHOSIS FOLLOWING ASIAN INFLUENZA 
IN BARBADOS 
R. M. Lioyp STILL 
O.B.E., M.R.C.S. 

MEDICAL SUPERINTENDENT, MENTAL HOSPITAL, BARBADOS, B.W.I. 

** ASIAN ” influenza* was first reported in Barbados on 
Sept. 14, 1957, and in the five weeks from Sept. 25 to 
Oct. 31 no fewer than nineteen cases of psychosis defin- 
itely attributable to it were admitted to the Mental 
Hospital. Fourteen gave a clear history of influenza pre- 
ceding their mental breakdown, and some of these were 
admitted while still pyrexial. 

Fourteen of the patients were women and five were 
men; their ages ranged from 15 to 67 (average 28, median 
24). Most of them were restless, noisy, resistive, and 
disoriented, and some were untidy and faulty in habits. 
Seven had hallucinations, and four of these were rational 
and well-behaved in contrast to the general excitement 
and confusion shown by the rest of the group. These 
seven all complained of a strange unpleasant smell but 
could not describe it clearly: 

* Unlike anything I know.” 
** Unpleasant smell which I can’t describe.” 
** Like a dead smell.” 
These patients had no such difficulty in describing their 
visual and auditory hallucinations. 
Illustrative Case-reports 


A woman, aged 26, was admitted from the 
She was rest- 


Case 10. 
General Hospital with a temperature of 100-6”. 
less, resistive, noisy, and obscenely abusive, and she refused 
to wear any clothes. She improved rapidly on electroconvul- 
sion therapy (E£.C.T.) and was discharged on trial after 21 days. 

Case 2.—A girl, aged 16, was restless, noisy, talkative and 
abusive. She gave a hisory of having had influenza recently. 
She was given E.c.T. but made only slow progress, gradually 
becoming less hyperactive and abusive. She was discharged 
on trial after 59 days. 

Case 19.—A man, aged 36, was quiet, well behaved, well 
oriented, and rational in speech, but had striking aural, visual, 
and olfactory hallucinations. He saw large and small spirits 
with no clothes on and experienced a sweet smell which he 
was unable to describe and was unlike anything he knew. 
His blood Kahn test was positive but his cerebrospinal fluid 
Kahn and colloidal-gold tests were negative. 

He improved rapidly on E.c.T. and was discharged on trial 
after 24 days. 

Case 17.—A man, aged 25, was rational and well oriented, 
but had aural, visual, and olfactory hallucinations. He saw 
animals at the windows, and complained of a filthy smell, but 
appeared to realise that these phenomena were not real. Two 
days after admission he became violent and .attacked the 
nurses, under the delusion that he was a gorilla. His mother 
and father had both been discharged from the mental hos- 
pital earlier in the year, the mother with a hallucinatory syn- 
drome, and the father with an alcoholic confusional psychosis. 
He recovered rapidly with E.c.T. and was discharged on trial 
after 26 days. 

The toxic psychosis, whether primarily confusional or 
hallucinatory, cleared up rapidly. Four patients had no 
specific treatment, and fifteen were given a short course of 
electro-convulsion therapy; two of the fifteen had insulin 
as well. Within 17 weeks all had been discharged, with an 
average hospital stay of 38 days. 

*Though the diagnosis was not confirmed by virological methods, the 
outbreak coincided with others, in neighbouring areas, which were 
thus confirmed. Epidemiologically the outbreak—explosive and 
widespread—was not at all like the influenza to which we have 
been accustomed in Barbados. 
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Comment 
It is impossible to give the incidence of toxic psychosis 
following Asian influenza in Barbados, because the epi- 
demic, though widespread, was not severe, and many of 
those affected (among the population of about 230,000) 
did not consult their doctors. Moreover, it appears that 
some patients with mental symptoms following influenza 
were successfully treated at home by the family doctor. 
The presence of psychosis could not be correlated with 
the severity of the febrile: attack; most of the affected 
patients were incapable of giving any history about their 
confusional state, and their relatives were of little help. In 
the two cases where the patient had previously been in 
the Mental Hospital the influenzal attack may be regarded 

as merely precipitating a relapse. 


Summary 

A toxic psychosis was seen in 19 patients in Barbados 
shortly after (or towards the end of) an attack of Asian 
influenza. Most were young adults. 

15 patients had electroconvulsion therapy and 2 insulin 
as well. 4 had no treatment. All recovered rapidly. 

7 patients presented an unusual hallucinatory syndrome, 
in which bizarre smells were often experienced. 

I wish to thank Dr. R. A. Webb for his assistance in compiling 
this report, and Dr. M. A. Byer, director of medical sertices, for 
permission to publish it 


HEPARINISED BLOOD FOR EXCHANGE 
TRANSFUSION 


G. H. VALENTINE 
M.B. Brist., M.R.C.P., F.R.C.P.(C.), D.C.H. 
PALDIATRICIAN, ST. THOMAS ELGIN GENERAL HOSPITAL, ST. THOMAS; 
LECTURER IN PADIATRICS, UNIVERSITY OF WESTERN ONTARIO, CANADA 

IN blood-transfusion the use of citrate as the anti- 
coagulant has become almost traditional. For most pur- 
poses it is entirely satisfactory, and it has the advantage 
that blood treated with suitable citrate-dextrose mixtures 
can be kept long enough to be held in stock against an 
emergency. However, the work of Firt and Hejhal (1957), 
on the toxicity of citrated blood given in large rapid 
transfusions raises the question of whether it is ideal for 
exchange transfusions in the newborn. The sudden 
collapse seen occasionally during exchange transfusion 
could be due to citrate intoxication. 

In other respects citrated blood may not be ideal for 
exchange transfusion. The addition of acid-citrate-dex- 
trose mixtures lowers the hemoglobin content of the donor 
blood by simple dilution, and can lead to expansion 
of the red cell by as much as 20°, (Mollison 1951). If the 
cells shrink to normal size after they are transfused, the 
patient receives, in effect, a transfusion of blood with a low 
packed-cell volume. Neither of these effects is desired. 

The removal of part of the supernatant citrated plasma 
after sedimentation of the red cells would cancel both the 
dilution of the donor blood and the expansion of the red 
cells, and would lessen the likelihood of citrate intoxica- 
tion: the use of sedimented erythrocytes for exchange 
transfusion is recommended by Sisson et al. (1958). But 
it is more rational to use some other anticoagulant. 
Experience with heparinised blood is here recorded. 


Material and Method 
In 1948-54 I had personal experience of about 70 
exchange transfusions in English hospitals, using citrated 
blood. The records are not readily available, but there 


were several cases of severe shock, which appeared to be 
due to acute heart-failure. This developed towards the end 
of the transfusion and was common enough to make one 
approach exchange transfusion with some apprehension. 
3 babies died. ‘The same syndrome was observed in 
Canada in 1954-55 when citrated blood was used, 
though the exchanges were done slowly with 10ml. ali- 
quots, a blood-volume deficit was maintained, frequent 
halts were observed during the exchange, and calcium 
gluconate was given at each 100 ml. of the exchange. 

In November, 1955, I began to use heparinised blood in 
an attempt to avoid this syndrome, and I have not used 
citrated blood since. 21 exchange transfusions have been 
performed. 9 babies with rhesus hemolytic disease re- 
ceived 13 exchange transfusions; 5 with ABO incompati- 
bility disease received 7; and 1 with severe “ physio- 
logical ” jaundice was given 1. This last, aged 12 days, 
was transfused through the saphenous vein at the groin, 
but in the remainder the umbilical vein was used. 

The indications for exchange transfusion, in a baby with 
rhesus hemolytic disease, have been: 

1. A birth-weight under 5’/, Ib. 

2. A cord-blood hemoglobin under 15 g. per 100 ml. 

3. A cord-blood bilirubin over 2:8 mg. per 100 ml. 

4. A capillary-blood bilirubin of 20 mg. per 100 ml. or over at any 

time. 
Transfusions were also given to babies with ABO hemo- 
lytic disease or with “‘ physiological ’’ jaundice in whom 
the bilirubin rose to 20 mg. per 100 ml. or above at any 
time. In a really small baby I would have performed an 
exchange transfusion at a lower level of bilirubin than 
20 mg., but such a case did not arise. From November, 
1955, to December, 1957, 30 babies were assessed and 15 
were selected for treatment. 

Blood has been obtained from a panel of donors living in the 
town and has been collected by gravity into silicone-coated 
bottles, to which 1500 1.u. (1-5 ml.) of heparin had just been 
added. Care was necessary to ensure thorough mixing of the 
blood and heparin during withdrawal. 

An exchange of 80 ml. per pound body-weight was con- 
sidered desirable, and enough blood was taken for this. 1500 
1.U. of heparin sufficed for 450-600 ml. With a large baby 
more than one donor has been used. \ 

While the blood was being collected, preparations were being 
made for the transfusion, so that the exchange could start as 
soon as compatibility of the blood had been established. Thus 
the blood was in use within forty-five minutes of collection and 
while it was still warm. 

The technique of the exchange was conventional except that 
a three-way direct-flow syringe (Allen and Hanburys, catalogue 
no. 16486) was used. This syringe, together with an infant’s 
(size 8 French) clear plastic cesophageal feeding-tube, greatly 
facilitates the procedure. Before the replacement was begun, the 
syringe and tubes were flushed with physiological saline solu- 
tion containing 100 units of heparin per ml. This solution was 
all expel’ed, and no heparin was injected into the baby apart 
from that in the donor blood. Aliquots of 10 ml. were used in 
all exchanges; in the early cases, at the start of the replacement, 
15 ml. was removed and 10 ml. given until there was a deficit 
of 25 ml. Latterly this precaution has been omitted. 

At the end of the transfusion the catheter was removed and 
two or three fine nylon sutures used to close the skin over the 
umbilical root so that it might be kept fresh and clean in case 
another exchange was needed. Repeat exchanges have been 
done with the same technique. Neither antibiotics nor 
protamine sulphate were used. 


Results 
In the 21 exchange transfusions with heparinised blood 
no difficulties arose. In two cases a few drops of blood 
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oozed from the umbilical stump, but this ceased within an 
hour or two. Surprisingly, there was no bleeding at the 
incision in the case where the saphenous vein was used. 

The babies stood the procedure very well and nothing 
resembling the shock syndrome was observed in this 
series. 

Discussion 

This small series affords no proof that the absence of 
shock was related to the substitution of heparin for citrate ; 
but the change was made in the hope of avoiding collapse, 
and this hope was realised. From the work of Firt and 
Hejhal (1957) it certainly seems that citrated blood might 
precipitate cardiac failure both by direct action on the 
myocardium and by vasoconstriction in the pulmonary 
vascular bed. In their experiments citrate intoxication 
caused a rise in venous pressure; and it is well known that 
such a rise may occur during exchange transfusion. 

Final hemoglobin levels when heparinised blood was 
used were not compared with those when citrated blood 
was used, but it is a reasonable assumption that the final 
levels would be higher when the fluid transfused con- 
tained only 1-5 ml. of anticoagulant solution than when it 
contained a much larger volume. 

Because it keeps poorly, and because it would be in- 
appropriate for many patients with hemorrhage, heparin- 
ised blood cannot be used routinely for transfusion. But 
in exchange transfusion for hemolytic disease of the new- 
born, time can nearly always be taken to obtain a donor 
and to match the bloods. Time taken to ensure that the 
blood used for exchange transfusion is fresh and heparin- 
ised may be time well spent. 

This also is the experience of Pew (1956) in his pre- 
liminary report of a very similar technique. 


Summary and Conclusion 
In 21 exchange transfusions in newborn babies, the use 
of heparin as the anticoagulant proved simple and safe. 
Because citrate is toxic in large rapid transfusions, 
heparinised blood seems preferable for this purpose. 
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SEROUS OTITIS AS A CAUSE OF 
CATARRHAL DEAFNESS IN CHILDHOOD 


DAVID STEVENS 
M.B. Lond., F.R.C.S.E., D.L.O 
CONSULTANT E.N.T. SURGEON, BATH CLINICAL AREA 

CATARRHAL deafness in childhood is important and often 
misdiagnosed. The schoolteacher may call the child back- 
ward, the parent may say that it is inattentive and naughty, 
and often the child does not realise that it is deaf 
Catarrhal deafness is not necessarily associated with ear- 
ache or discharge from the ears, and it is not a very severe 
form of deafness in most cases. Usually it has a variable 
course, and most children are cured either spontaneously 
or by the removal of adenoids and nasal infection, but in a 
few it becomes irreversible, persisting into adult life as a 
handicap which does not respond to treatment. 

In the present investigation 96 of 1000 children con- 
secutively referred to an ear, nose, and throat clinic in the 
past three years had catarrhal deafness. All the children 
with a perforated tympanum, whether wet or dry, were 
excluded from this number, and so were all the children 


TABLE I-—-OPERATIONS IN RELATION TO MIDDLE-EAR FINDINGS 


53 children with proved serous Fluid in 
otits Total 
Both ears Rt. ear Lt. ear 


Tonsils and adenoids re- 
moved at operation 8 ll 19 
Adenoids alone removed at 
operation 8 4 2 14 
Proof puncture of antra 
roducing mucopus 
Bilateral 10 1 
Unilateral 


ed 
= 
wn 


Adenoids removed elsewhere 
Adenoids present 
Adenoids absent 

+Proof puncture of antra 
roducing mucopus 
Bilateral 3 I\s 
Unilateral 1 


Thick mucus present 15 3 


No stab 
puncture 


Dry on stab 
puncture 


Remaining 43 cases 


Tonsils and adenoids re- 
moved 15 9 24 
Adenoids alone removed a 1 10 


Adenoids removed elsewhere 
Adenoids present 4 1 
Adenoids absent 3 l 


Proof puncture of antra 
producing mucopus 

Bilateral q 

Unilateral 4 1 


~w 


w 
a 


Total 43 


whose deafness disappeared after politzerisation. The 
children with catarrhal deafness were aged 4—15 years, and 
there were 50 boys to 46 girls. 
Operative Findings 

It is unusual to see a deaf child with a normal tympanum. 
It was therefore decided, at operation, to attend to the 
tonsils and adenoids and nasal infection in accordance 
with the history and clinical findings and simultaneously 
to examine the ears for abnormal appearance or mobility 
of the tympanum. 53 children had fluid in one or both 
ears, and of the remaining 43 children 31 had empty 
middle ears on stab puncture, and in 12 stab puncture 
was not done, because the drumhead appeared normal. In 
33 of the 53 cases of proved serious otitis the fluid was 
thin, and in 20 it was very tenacious thick mucus. 29 
children had previously been rid of their adenoids, and 
15 of these still had adenoids. Table I sets out the opera- 
tions in relation to the findings in the middle ear. 

Duration and Type of Deafness 

The history of these children is interesting in relation 
to these operative findings. In 31 cases a parent could 
state the duration of the deafness accurately (table 1). 


TABLE II-—-DURATION OF DEAFNESS IN RELATION TO MIDDLE-EAR FINDINGS 


Fluid present Dry on No stab 
— Stab puncture 
Thin Thick puncture 
24 12 2 3 
36 84 3 2 
12 24 6 6 
18 24 
4 60 
10 12 
Duration of deafness 7 24 
mos 48 24 
12 12 
2 24 
18 
1 
24 
1 
2 
No. of eases 15 (46%) | 10(50%) | 3(10%) | 3 (25%) 


of each group total 
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In 15 cases the parents were unaware of deafness at the 
clinic, and in the remaining 50 cases the parents usually 
said that deafness came on with colds. 3 children were 
deaf after a previous adenoidectomy; 26 had a history of 
discharge from the ear; and 16 were said never to have 
had earache. It is surely very significant that the parents 
who noticed deafness continuously and for the longest 
duration in most cases were those whose children had 
serous Otitis. 

Audiographs were recorded in 10 of the more reliable 
children, and in 6 of these a loss of high tones was found. 

The accompany- 

u ing air-conduc- 

10 . 4 tion graph is 

20+ \. J from one of 

oa these. In all the 

children varia- 

40 tion in the de- 

50 gree of deafness 
60 





was prominent. 
The degree of 





DEC/BELS 








70+ 4 ; 

deafness was in 
80r 7 no case severe, 
90} : and in 2 children 
100 who had fluid in 





A. i 4. 
I a Slt vg 6000 the middle ear 
only a slightly 
reduced response to the whispered voice was found. 
Unless, therefore, the ear is examined very thoroughly for 
abnormal appearance and mobility, such cases may be 
easily missed. 
Association with Allergy 
In this group of 96 children 8 were considered, by 
virtue of their history and examination, to be allergic. 
Asthma, frequent sneezing, and bronchitis in infancy 
were regarded as important in this respect. Nasal smears 
were not done as a routine, but in 2 cases small biopsy 
specimens from the inferior turbinate confirmed allergy. 
6 of these children had fluid on stab puncture and in 2 of 
these it was very thick mucus. At follow-up all the 
children had normal hearing and a normal appearance of 
the tympanum, although 2 children required a second 
stab puncture. In 3 cases the antra, when washed out, 
were found to be infected. 


Appearance of the Tympanum 

No specific appearance of the drum characterised serous 
otitis, but its pathological condition was recognised more 
and more successfully with practice. The mobility of the 
drum, determined with a Siegle’s speculum, was reduced 
or absent in many cases, but in a few children with very 
thick mucus the mobility was apparently normal. The 
commonest finding in serious otitis was a fatty yellow 
colouration of the tympanum, which had its normal lustre 
and in some cases appeared to be indrawn. A slate-grey 
tympanum was not found in this series. 3 children came 
to the clinic with air-bubbles in the middle ear. A fluid 
level was never seen. In 6 cases the drumhead appeared 
to be overmobile, and in all of these fluid was found at 
operation. 

Treatment 

Most authorities agree that paracentesis of the drum 
should be done if fluid in the middle ear is suspected 
(Politzer 1869, Suehs 1952, Rawlins 1954). It is preferable 
to do this after inflating the middle ear to prevent damage 
to the mucosa over the promontory. This is not always 
possible, because in some cases the eustachian tubes are 


blocked. In this series a paracentesis or stab puncture was 
done under anesthesia with a Trautmann’s myringotomy 
knife in all the cases in which there was any alteration of 
the appearance or the mobility of the tympanum. In 2 
cases the tympanum was of normal appearance and 
mobility but previous audiographs had shown moderately 
severe deafness, and for this reason alone a stab puncture 
was done; thick mucus was found. After the stab puncture 
characteristically a drop of straw-coloured fluid would 
appear. Suction was applied until the middle ear was 
empty, after which the ear and tube were inflated with the 
Siegle’s speculum. When thick mucus.was present, suc- 
tion applied to the stab wound produced a tenacious 
thread of mucus which could often be drawn out beyond 
the external meatus. When all the mucus was removed, 
the drumhead appeared baggy and overmobile, and in 
some children this appearance persisted. In a few cases 
in which no fluid was produced stab puncture restored 
the mobility of the drum to normal after inflation with the 
Siegle’s speculum. 

Several children, not in this series, have tolerated a stab 
puncture in the clinic, but it is important to be quite sure 
that fluid is present before doing this, because only then 
is it almost painless. Some workers have suggested that 
two stabs be made at the same time in different parts of 
the tympanum. This seemed to be unnecessary under 
anesthesia because then suction could be used, but in 
adults it is useful in difficult cases. No adverse effects 
resulted from stab puncture. The wound heals in a few 
hours, and the scar migrates to the periphery of the 
tympanum, where it disappears. 


Results of Treatment 
65 children were examined after an interval of 6-36 
months after the operation. 9 were still deaf. Table 11 
shows the distribution of cases. 
The presence of fluid in 6 of the 9 cases still deaf at 
follow-up was confirmed at a second operation. 


Character of the Fluid 

The thin fluid of serous otitis is yellowish, sticky, and 
mucinous. The thick fluid is greyish white and can be 
drawn out into knotty strands. In 2 éases of serous otitis 

not in this series) fluid was collected in sufficient quan- 
tity to be analysed. I am indebted to Dr. H. J. Gibson for 
the following reports: 

1) Bright amber fluid, fairly clear, viscosity Cells 420 per 
c.mm., mainly degenerate tissue cells with a few lymphocytes. 
Protein 8-5 g. per 100 ml. Sodium 280 mg. per 100 ml.= 125 m.Eq. 
per litre. Potassium 33 mg. per 100 ml. = 8-25 m.Eq. per litre. Film: 
no bacteria found; the mucinous material is stained by mucin- 
specific stains. Culture: no growth. Conclusion: the material consists 
of a mucinous high-protein fluid probably derived from breakdown 
of tissue cells, together with plasma transudate. 

2) Pale-vellow fluid, small deposit of blood, otherwise clear. 
Red blood.-cells No pus, tissue cells, or crystals. Film: no 


TABLE III-——-RESULTS 


Fluid in one Dry on stab No stab 


4 pater puncture | puncture Total 
Children reporting for 
follow-up 40 16 9 65 
No. still deaf 4 4 l 9 
18 Fluid 13 Fluid 
‘ ‘ >| still sa | 6nOW 
oe since operation . present = present 24 
ensann 34, in all 9|m2 
4 cases “ cases 
Children not attending for 
follow-up 5 4 3 12 
Children operated on in 
last 6 mos. to Dec., 1947 13 3 3 19 
Total 5 96 
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bacteria. Culture: no growth. Protein 5-2 g. per 100 ml. Viscosity 
low. A protein electrophoresis showed Albumin 54”,, Globulin al 
Ihe protein pattern is similar 
This would agree with the fluid being 


9°,, a2 10%, 6 10°, and y 1 
to the normal serum pattern 
a serous exudate. 

For comparison straw-coloured fluid from a blocked 
maxillary sinus was examined and reported on as follows: 

Yellow fluid, no obvious mucus, fibrin clot No cells. Protein 
2-95 g. per 100 ml Electrolytes: sodium 138-5 mEq. per litre 
315 mg. per 100 ml., potassium 40 mEq. per litre=16 mg. per 
100 ml., chloride 104 mEq. per litre=610 mg. per 100 ml rhis 
fluid has the composition of a plasma filtrate. 

Discussion 

The importance of this interesting, elusive, and curable 
condition lies in the fact that it is not fully looked for in 
this country as a common cause of catarrhal deafness. 
Serous otitis has many pseudonyms: secretory otitis 
media, hydrotympanum, tubotympanic catarrh, secretory 
middle-ear disease, &c.— indeed “ serous otitis ”’ is not a 
universally accepted name for this condition. It was 
described by Politzer (1869) and Hinton (1874). Between 
the two world wars little was written about it, and Suehs 
1952) could find only 1 case published (in 1927) in 
America in 1923-40. 
Enology 

The cause of serous otitis is primarily a mucus block 
of the eustachian tube, which mucus, because it is moved 
down towards the orifice by ciliary action, causes a lower- 
ing of pressure in the middle ear with consequent out- 
pouring of fluid. The pathology of the fluid seems to 
confirm this. The cause may be 

1) Fixation of the wall of the tube or blockage to its orifice 
by a growth. 

2) Interference with tubal function by malocclusion of the 
teeth (Bierman and Brickman 1946). 

3) Any condition which delays the mucus lining the tube 
from emptying by ciliary activity into the nasopharynx—e.g.: 

a) Adenoids.—It should be remembered here what Aschan 
1954) says about lymphatic tissue in the tube 

** In agreement with Eggston and Wolff it has been impossible 
to find any histological evidence, either from fetal or post- 
foetal material, to indicate that the lymphatic tissue of the naso- 
pharynx ever extends as far as, still less invades, the pharyngeal 
orifice of the eustachian tube.” 

6b) Nasal infection or irritation, 

Air travel. 

4) Otitis media, often of low virulence, treated improperly 

' may be responsible for the apparently 





with antibiotics. This 
increased incidence of serous otitis in the past few years. 

5) Bullous influenza] otitis. 
Treatment 

Treatment should aim primarily at restoring tubal 
patency and the normal elasticity of the tympanum by 
removing the fluid, and secondarily at eliminating asso- 
ciated causes. This is not a generally accepted procedure 
in this country, for Bateman (1957) says about serous 
otitis: ““ Once again I emphasise that myringotomy is not 
an.essential part of the treatment of these patients.” 

In this series of 96 children 53 had serous otitis. (Of 
192 ears 78 were affected, some cases, of course, being 


unilateral.) Of the 53 children affected 20 had thick mucus 


in one or both ears, and it is in this type of case that spon- 
taneous cure is very hard to imagine. One patient under my 
care, an adult, aged 45, had been deaf for fifteen years 
and had a large collection of very tenacious mucus in both 
ears. When this was removed, his hearing vastly improved; 
but it is not quite normal now because of the overmobility 
of the drumheads which has resulted from the disease. 
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Hantman (1952) states: “‘ It, i.e. serous otitis, must be 
assiduously searched for in children, for here is a golden 
opportunity for reversing pathology before changes render 
the process irreversible with permanent hearing damage.” 

I am grateful to Dr. C. D. L. Lycett, medical officer of health for 
Wiltshire, and to his staff for their cooperation and interest; Mr. E. 
Glatz and Mr. R. D. Owen for their generous help and advice; 
and Miss M. Stock for her skilled assistance 
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A NEW NEBULISER 
Tus nebuliser has been developed over a period of seven 
years in the Pneumoconiosis Research Unit of the Medical 
Research Council, in response to a demand for a nebuliser 
which was robust and easy to clean. The new nebuliser not 
only satisfies these requirements but has a performance at least 
as good as that of any other similar device at present available. 





DEFECTS OF EXISTING NEBULISERS 
When this work was begun (1951) two kinds of nebuliser 
were in use in the wards of the Pneumoconiosis Research Unit: 
the ‘ Collison Inhaler’ and various types employing a glass 
spray unit. 
The Collinson inhaler is in many respects excellent, but it has 
one serious defect: the liquid is fed into the spray through three 
blind holes in an 
ebonite spray 
unit. Since most 
liquids used in 
nebulisers tend 
to form a deposit, 
4:5 these holes in- 
evitably become 
blocked sooner 
or later and are 
then, because 
they are blind, difficult to clean. 
The glass-spray type of nebuliser 
has two serious defects 1) the 
5 sprays vary a good deal in their effi- 
ciency, because they are hand-made, 
and there seem to be no satisfactory 
methods of testing them; and (2) the 
feed-pipe of the spray is liable to 
6 become blocked after a period of use, 
and attempts to clear it often lead to 
breakage This breakage does not 
matter much if it is obvious, for the 
spray unit can usually be easily and 
cheaply replaced; but if damage is 
slight it may not be noticed, yet may 
seriously reduce the output of the 
nebuliser 
Other nebulisers have since 
become available which to a greater or less extent overcome these 
defects, but only at the cost of complexity, difficulty of manu- 
facture, and the use in some cases of metals. In our experience 
neither chromium-plating nor the use of stainless steel or monel 
metal prevents corrosion; in any case many pharmaceutical 
manufacturers specify the use of a non-metallic spray for their 






Pig. 1. 


products. 
CONSTRUCTION OF NEW NEBULISER 
The nebuliser (figs. 1 and 2) is made entirely of ‘ Perspex’, 
which seems comparable to glass in its resistance to corrosion 
and freedom from ill effects on nebulised solutions, yet is at 
least as easy as metal to machine and fabricate in a reproducible 


fashion. 
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Fig. 2. 


The nebuliser consists of a solid cap (fig. 1, 1) into which 
can be screwed any suitable bottle—of glass, perspex, poly- 
ethylene, or nylon. 

The thread is that of a glass ‘ Universal ’ container, which is 
suitable, cheap, and easily obtained. Universal containers are 
very robust, but unfortunately coloured ones are not available 
at present. 

The cap carries on its top surface the inlet connection 
fig. 1, 2) and on one side the outlet connection (3). The inlet 
connection communicates with a fine jet (4) on to which is 
screwed a knurled nozzle (5). This nozzle carries a circular 
baffle plate (6) mounted on an eccentric pillar through which 
passes a flexible (polyethylene or polyvinylichloride) feed-tube 
7) of suitable length to reach nearly to the bottom of the bottle. 
The nozzle has a central opening, the “ throat ”’, which is of 
such a size that as the air-jet passes through it a vacuum is 
created which draws liquid up the feed-pipe so that it is 
atomised by the air-jet. The resulting spray impacts against 
the baffle plate and the coarser droplets (more than about 
8 u diameter) are trapped, coalesce, and fall back into the liquid. 

In earlier models the baffle plate was in the form of an anvil fixed 
in the bottom of the bottle, with its surface about 2 cm. away from 
the nozzle, copying the basic Collison design, but recently it has been 
found that bringing the baffle to within about 1 mm. of the nozzle 
iderably increases the density of the cloud. A small increase in 
the maximum droplet size results (from 6 to 8 u diameter) but this 
does not appear to be any disadvantage in practice. 








IT 


The nebuliser requires a gas pressure of at least 10 Ib. per 
sq. in. and preferably 20. It was originally designed for a 
standard oxygen-cylinder reducing valve, which is set at 
20-25 Ib. per sq. in.; but it can also be used, with a suitable 
control valve and hose, on the 60 Ib. per sq. in. piped oxygen 
supply that is now installed in many hospitals. When connected 
in this way the nebuliser can conveniently be clipped to the 
bed with the double clip provided, as shown in fig. 2. 

At a pressure of 20 lb. per sq. in. the standard instrument 
delivers 10 litres of oxygen a minute, and nebulises about 
20 ml. of liquid per hour. The nebuliser is not suitable for 
operation with a hand bulb, but can be operated off an electric 
pump of sufficient power. 

A blockage can easily be cleared by unscrewing the nozzle (5) with 
the fingers. The blockage is usually in the annular orifice between 
the jet and the throat, so that once the nozzle is unscrewed it can be 
simply washed out 

Any blockage of the feed-pipe (7) can be cleared if necessary by 
passing a piece of wire right through it, as it is now open at both 
ends, but blowing through it is usually sufficient. 

rhe jet hardly ever becomes blocked, but if it does, it can be 
pricked with a fine wire and cleared by blowing back up it. 





In addition to being practically unbreakable and easy to clean, 
the nebuliser appears to have as good a performance as any 
other on the market. This has been achieved by comparing it 
with various other models as they became available, and copying 
those features which seemed to improve the performance. The 
question of what in fact constitutes a “‘ good ”’ performance is 
at present a very open one. Briefly the criterion used has been 
the output of droplets in the size range 1—6 u diameter at a given 
gas-flow. The method of determining this, and its justification, 
will be discussed in a later publication. 

In addition to its use for producing therapeutic aerosols, the 
nebuliser can be used as a humidifier. With water in the bottle, 
and cylinder oxygen, which is practically dry, it produces more 
than 100°,, humidification. This compares favourably with the 
usual bubbler devices which, unless heated, never raise the 
humidity above 50 The disadvantage of using the nebuliser 
as a humidifier with the usual methods of administration of 
oxygen is that the relatively high pressure upsets the calibration 
of the flow-meter supplied for use with the low-pressure 
bubbler type humidifier. This can, however, be rectified by 
the use of an appropriate correction table, obtainable from the 
makers. 

I am grateful to Dr. J. C. Gilson and the staff of the Pneumoconiosis 
Kesearch Unit for their constant help and encouragement, and 
especially to Mr. V. Gubb who made many models of the nebuliser. 
[he drawing was prepared by Mr. W. H. Roberts, and the photo- 
graph was supplied by Messrs. Richard Daleman of 325, Latimer 
Road, London, W.10, who are the makers 
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Neuropathology 
J. G. GREENFIELD, M.D., F.R.C.P., consulting pathologist, National 
Hospital for Nervous Diseases, London; W. BLACKWOOD, M.B., 
F.R.C.S.E., M.R.C.P.E., pathologist, National Hospital for Nervous 
Diseases, London; W. H. MCMENEMEY, D.M., F.R.C.P., patho- 
logist, Maida Vale Hospital for Nervous Diseases, London; 
A. MEYER, M.D., emeritus professor of neuropathology (Institute 
of Psychiatry), University of London; R. M. NORMAN, M.D., 
M.R.C.P., neuropathologist, Burden Mental Research Depart- 
ment, Frenchay Hospital, Bristol. London: Edward Arnold. 
1958. Pp. 640. 105s. 

We have long been waiting for a substantial yet accessible 
textbook in the English language, in which the accumulated 
knowledge of the histopathology of the nervous system is 
integrated and presented critically. No-one was better qualified 
to undertake such a work than the late Dr. J. G. Greenfield, 
and he and his colleagues have produced a book which promises 
to remain the standard work of reference for many years to 
come. 

All aspects of the pathology of nervous and mental diseases 
are included, with the exception of tumours. Dr. Greenfield 
has provided most of the chapters, and particularly valuable 
is his introductory account of the normal and abnormal 
cytology of the neurone and neuroglia, and the sections on 
infections, trauma, demyelinations, system degenerations of 
the brain-stem, cerebellum, and spinal cord, and peripheral 
neuropathies, in which he has distilled the essence of his 
profound experience. He has been helped by several contri- 
butors, each one eminent in his own subject: Professor 
Blackwood on vascular diseases, Dr. McMenemey on dementias, 
Professor Meyer on anoxias, intoxications, epilepsy, and 
psychoses, and Dr. Norman on prenatal malformations, birth 
injuries, and diseases of early life. 

A historical appraisal of Alzheimer’s disease and accounts 
of the effects of atomic explosions and ultrasound waves illus- 
trate the book’s range; and neurological topics in the forefront 
of present-day interest, such as hypertensive cerebral disease, 
the blood-brain barrier, carcinomatous neuropathy, temporal- 
lobe epilepsy, the anatomical basis of prefrontal leucotomy, and 
the nosological problems of diffuse cerebral sclerosis, are authori- 
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tatively discussed within the general framework. The lesser- 
known ways of neuropathology are also explored, and the 
practising neuropathologist in particular will welcome the 
detailed account of the primary dementias, and Dr. Norman’s 
clear and beautifully illustrated survey of a subject in which 
the disciplines of classical histopathology still promise rich 
rewards 

This handsome book contains over 500 illustrations of high 
quality. Each chapter has its own bibliography, and there are 
some 2500 references in all. The authors’ hope that their 
labours will give the neurologist and psychiatrist that basis for 
diagnosis and logical treatment which only pathology can supply 
is fully realised. Not only the pathologist but the neurologist, 
the neurosurgeon, and everyone working in the neurological 
sciences will find the book an indispensable source of 
knowledge. To Greenfield, who did not live to see its 
publication, it stands as a memorial worthy of a life rich in 
achievements. 


Principles of General Surgical Management 

H. A. F. DUDLEY, F.R.C.S.E., lecturer in surgery, University of 

Edinburgh. Edinburgh and London: E. & S. Livingstone. 1958. 

Pp. 203. 27s. 6d 

IN this newcomer to the important range of books on what is 

sometimes inappropriately called minor” surgery, Mr. 
Dudley has used the term surgical management in the title; 
and this fails to do justice to the contents since many of the 
methods he describes would be required in medical wards. 
Moreover, the book is concerned with more than principles; 
it is in fact one to which a student or a newly qualified man 
could confidently turn for exact direction in such procedures 
as lumbar puncture, the application of plaster-of-paris, vene- 
puncture, catheterisation, and so on. Clear directions and 
information are also given on more general topics, including 
nutrition, shock, and electrolyte therapy; and in this respect 
t is good to record that the book is up to date (corticoid therapy 
and the effects it may have when surgery is undertaken have 
been included). The book ends with a chapter on side-room 
and investigative work, which is a useful collection of the 
methods required for the common investigations of urine, 
blood, and other biological fluids. One criticism: this is a book 
to be tucked away in a convenient place for ready and rapid 
reference, but its shape is such that a shelf is required—or a 
poacher’s pocket. It is not long, and more convenient pro- 
portions may be possible in a later edition. 


The Biologic Basis of Cancer Management 


FREDDY HOMBURGER, M.D., research professor of medicine, 
Tufts University School of Medicine, Medford, Massachusetts. 
London: Cassell. 1958. Pp. 354. 75s 


IN forewords to this book Dr. L. V. Ackerman, Dr. C. C. 
Little, and Dr. A. Ochsner emphasise the need to bridge the 
often very wide gulf between experimental cancer research 
and its clinical applications. They believe that the book will 
do this and so broaden the knowledge and outlook of 
specialised research-workers and also help all doctors interested 
in cancer and concerned in its treatment. 

With some reservations, this claim is justified. The book’s 
principal advantage over collections of specialised essays lies 
in its more connected plan; the experimental and clinical 
aspects are usually developed in successive chapters and then 
an attempt is made to correlate them whenever possible. The 
drawback, of course, is that no one author is likely to be 
uniformly successful in covering such an enormous range and 
he cannot hope to satisfy every specialist worker. Even if he 
avoids factual errors (and there are not very many in this 
book), a successful balance of emphasis can be achieved only 
by a critical selection of the data, and that calls for an out- 
standing grasp of the whole subject. Understandably, Dr. 
Homburger has not wholly succeeded in reaching this high 
standard; indeed he mentions that the idea of this book was 
rejected by one publisher, who was advised that no one person 


could write it. Consequently, it is to some extent a “ review 


of reviews,”’ fortified by judicious selection, sensible comments, 


and sound and detached judgment, without pretension to any 
particular originality. 

One of its most valuable features is a series of tables sum- 
marising the main points detailed in the text. Such tables 
cover, for instance, environmental carcinogenic agents and 
corresponding cancer sites; details of some of the principal 
carcinogens; lists of tumours in which chromosomal influences 
are prominent; neoplasms of endocrine organs; changes in the 
tumour-bearing host; and a long summary of the natural 
history and clinical course of a wide range of human cancers. 

The book is in four parts: etiology, biological properties, 
diagnosis, and treatment. Aitiology is taken to include all 
causative factors such as the hereditary background, environ- 
ment, and the influence of viruses and hormones. Chemical 
carcinogens are adequately reviewed; but on p. 32 the footnote 
should refer to benzpyrene and not benzanthracene. The 
device of working backwards—for instance, from Andervont 
1942) to the discovery of hepatocarcinogens (Yoshida, 1931)— 
is used at various points and is rather irritating; and so is the 
way that the references (generally very good) to each chapter 
are congregated at the end of the book, without any chapter 
numbers on the page-headings, either in the text itself or in 
the reference pages at the end. Treatment (including preven- 
tion, surgery, and radiotherapy) receives only 28 pages, among 
which chemotherapy, generally considered to be a promising 
prospect as well as one of great theoretical interest, gets only 
12 pages. 

Nevertheless, the book as a whole is good and will probably 
achieve its aim. 


Principles of Ophthalmoscopy 
JouHN K. ERBAUGH, M.D. Norristown State Hospital, Norris- 
town, Pennsylvania. Springfield, Ill., Charles (¢ Thomas. 
Oxford: Blackwell Scientific Publications. 1958. Pp. 69. 42s. 

Tue details of pathological change in the retina—vascular 
sclerosis, microaneurysm formation, increased exudation, and 
frank hemorrhages—are probably of greater value in identify- 
ing the responsible systemic disease than are the pathognomonic 
pictures of established retinopathy seen in the later stages; 
and the value of this small book of four chapters rests chiefly 
on the emphasis it lays on these points. Preliminary detection 
of opacities of the media with the ophthalmoscope is helpfully 
described, and the details of the normal fundus are considered 
at length, before the changes seen in the pathological disc, 
vessels, and fundus generally are reviewed. 

The general form of the book is attractive, but it seems a 
pity that more of the excellent colour photographs were not 
included in place of the coloured diagrams, useful though these 
are. 


A Study of the Major Psychoses in an English County 
Maudsley Monographs, no. 3. MICHAEL SHEPHERD, D.M., 
D.P.M., senior lecturer, Institute of Psychiatry. London: 
Institute of Psychiatry and Chapman & Hall. 1957. Pp. 159. 25s. 

THE applications of statistical methods in psychological 
medicine have been mainly concerned with assessing improve- 
ment under different kinds of treatment, and little attention 
has been paid to the vital statistics of mental disease. 

Dr. Shepherd here compares the admissions to a county 
mental hospital for the two triennia 1931-33 and 1945-47. 
The study is based on examination of the administrative and 
clinical records of 1223 patients followed for five years after 
their admission. The results show a striking difference in the 
number and type of admissions during the two periods, and 
an improved outlook, assessed in various ways, for patients 
entering hospital during the second period. Only the most 
tentative conclusions can be drawn about the factors that may 
have contributed to this change. 

The book shows the drawbacks and limitations of this type 
of retrospective investigation, and draws attention to the 
importance of carrying out a well-planned and long-term 
prospective study of a similar kind. Dr. Shepherd presents 
his material well and succeeds in making his mass of figures 
easy both to understand and to read 
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COSCOPIN 


TRADE MARK (NOSCAPINE) 


For Effective Control Of Cough 


available as Linctus and Lozenges 


Coscopin inhibits the cough reflex. It has the advantage over codeine 
that it is a mild bronchodilator, a mild respiratory stimulant and does 
not cause constipation. 


COSCOPIN LINCTUS is pleasantly flavoured and contains 25 mg. of 
noscapine in each 2 teaspoonfuls (7 ml.). It is available in bottles of 
4 fl. oz. (114 ml.) and 2 litres. 


COSCOPIN LOZENGES each contain 25 mg. of noscapine and are available 
in prescription packs of 20. 


Further details available from the Medica! information Depertment 


EVANS MEDICAL SUPPLIES LIMITED 


SPEKE LIVERPOOL 24 





654A 








The active constituent, meclozine 
hydrochloride B.P.C. is an anti- 
histamine of low toxicity and 24- 


hour action. 

DOSAGE: 

Adults, one or two tablets daily 
Children, one tablet at night 
Basic N.H.S. prices: 

Bottles of 25 tablets 3/8d 
Bottles of 250 tablets 32/6d 


Descriptive literature and specimen 
packs will be supplied on request. 
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The Partnership 

“* My job ”’, said the Minister of Health ten years ago, 
“is to give you all the facilities, resources, apparatus 
and help I can, and then to leave you alone as professional 
men and women to use your skill and judgment without 
hindrance. Let us try to develop that partnership from 
now on.” Since July 5, 1948, the partnership of which 
he spoke has been strained sometimes to breaking-point, 
but its development is still perhaps the chief need of the 
National Health Service. For the N.H.S. is something 
quite different from the conventional State medical 
service in which the doctor takes orders from 
Authority: it is simply a legislative device by which 
doctors can continue their work without charging fees 
and by which the nation’s insufficient medical resources 
can be used to better advantage. In organisation and 
planning to these ends, the most valuable initiative and 
ideas will often (though not always) come from the 
people who actually look after patients; but, on the other 
hand, planning and organisation may weaken professional 
responsibility and professional enthusiasm unless these 
people feel that they can have an effective part in it 
whenever they choose. Though they will do all they can 
for their own patients, they may take no interest in the 
service as a whole, and in its evolution, unless it 
specifically offers them participation and hence a chance 
of getting the results they want. To have a sense of 
partnership in it they must know that their voice will be 
heard, and heeded, by an administrator who shares 
the Ministerial concept of his job. 

For our part we think the National Health Service one 
of the biggest improvements in the life of this country 
since the war. Thanks to very hard and intelligent work 
by a great many people, professional and lay, it has 
done much to better the conditions of medical care, 
especially in hospital, and it has been an immense 
comfort to the public. But, after only ten years’ experi- 
ence, any jubilation must be at best provisional; for the 
initial gains to be expected from more rational organisa- 
tion would be bought too dearly if the cost were an 
eventual decline in the spirits of the people whose work 
is organised. Even today, unfortunately, the morale of 
many who take part in the service is not as high as it 
ought to be: in its new bottles some of the wine that 
should be sparkling has gone flat or even sour. Where 
there is evidence of such depression or disappointment, 
especially among the young, it should be taken very 
seriously indeed. One of the reasons for it is obvious, 
and needs only passing mention here because it has 
become the subject of a Royal Commission. Mr. BEVAN, 
in his message of ten years ago, said that when fees were 
abolished the new situation must not mean “ any 
unfair worsening of a doctor’s material livelihood ”’. 
This, he said, was vital; and he was right: yet the 
worsening has taken place, and virtually all of us would 


describe it as unfair. Indeed, most of us think that 
the Treasury has taken advantage of inflation to reduce 
remuneration in the service—as compared with 
remuneration outside it—to levels more convenient 
than those that had been negotiated; and we think that 
successive Governments have been less than straight- 
forward in their treatment of those who entered a 
national service at the nation’s request. This, however, 
is not the cause of the vaguer but deeper malaise which 
found expression in a letter we reproduced from the 
Widdicombe File a month ago.' The complaint of 
that letter was essentially that the status of the doctor, 
as partner in the service, is depreciating: and this, we 
fear, is true. We have never been among those who 
held that hospitals, for example, belong to the medical 
staff, who can do what they like with them; but we 
suspect that the pendulum has now swung too far 
towards lay management of medical affairs, and that 
consequently the service stands to lose much that 
doctors ought to be giving it—and which in fact 
nobody else can give. 

Though lay intention cannot be wholly excluded, 
the main reason why most doctors now feel “ out 
of it” is the elaboration of administrative machinery. 
Of course, the N.H.S. is a very big, as well as a 
very complex, organisation; and big organisations 
always tend to induce bureaucracy—whether the 
environment is that of Melbourne or Moscow, Man- 
chester or Milwaukee. Nevertheless, the British are 
said to be very good at streamlined organisation when 
they really give their mind to it. So let us examine, if 
briefly, some of the means suggested for making the 
administration of the N.H.S. more appropriate to its 
purpose, and more efficient. 


THE MINISTRY 


The first suggestion, often made in the *40s and 
lately revived, is that the service shoyld be run by an 
autonomous national corporation, comparable to the 
B.B.C. Unhappily, though attractive to the professions, 
this is constitutionally impossible: a body which 
spends hundreds of millions of public money, which it 
does not itself raise, must be controlled by a Minister 
answerable to Parliament. On the other hand, there is 
no constitutional reason why the Minister who looks 
after the health service need have a department so 
unimaginatively similar to other Government depart- 
ments as it is at present. Twelve years ago, when the 
service was entrusted to the Minister of Health and 
Local Government, the disadvantages were offset by 
the fact that this was a relatively important department, 
whose chief had an influential position in the Cabinet; 
but, when Local Government was removed from it and 
the residual Ministry was confined to medical affairs, 
the opportunity might have been taken to redesign it 
on less conventional lines—recognising that it is the 
administrative nucleus of an entirely novel kind of public 
service. Even now such reconstruction ought to be 
considered; and we do not think we are offering a 
merely medical view when we say that the Ministry 


1. Lancet, June 7, 1958, p. 1221 
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would be better suited to its unusual functions, as well 
as being more acceptable as the head office of the 
service, if its professional element were strengthened. 
Repeatedly we have hoped for a Minister who would 
show himself as the perpetual champion of the 
service; but, though many Ministers have fought its 
battles against the Treasury, their duty in public is, on 
the contrary, to represent the Government—to explain 
as a rule) why things cannot be done. Besides, regarded 
as representative of the service, the Minister has the 
demerit of continually moving on. Nor can we expect 
the secretary of the Ministry, though permanent, to 
assume the role of either titular head or chief officer of a 
medical service. Is it then really impossible that in this 
particular Ministry the chief permanent official should 
be a professional man ? Since the subject we are discuss- 
ing is morale, which depends on people’s feelings 
rational or irrational), we must say frankly that pro- 
fessional people in the service would regard its control 
as less remote if it were not so emphatically lay. 
Again, though the Ministry and its servants have done 
distinguished work in the creation of the service, and 
have shown both courage and insight in coping with the 
extraordinary difficulties of its first ten years, their 
very immersion in its daily affairs hinders their sitting 
back and forming long views on its development. This 
was to have been the task of the Central Health Services 
Council, which in the plans for the N.H.S. was accorded 
high importance as both a representative and a planning 
body—being, indeed, described as the brain of the 
service. But, because of its large size, diverse constitu- 
tion, and infrequent assembly, the Council has not been 
found really suitable for this major responsibility; and, 
though many of its committees have given farseeing 
advice on particular problems, the Ministry has never 
used the Council in the way intended, or encouraged it 
to become a creative force. 
deciding priorities, has mostly been kept within the 
Ministry itself; and unquestionably much wisdom has 
been shown. Many of the achievements of the service 
owe much to the Ministry’s steady pressure—big ones 
such as the improvement of mental hospitals and the 
better care of old people, and small ones such as the 
more frequent visiting of children in hospitals. For 
general practice it has favoured the practitioner’s direct 
access to pathology and X-ray departments and has 
promoted the idea of the family doctor as leader of a 


medical team; and, if its approach to the renaissance of 


general practice has been more cautious than some of us 
could wish, we must respect Dr. GOpBER’s explanation 
p. 2) that “it would not be right to attempt to formulate 
a plan for the development of general practice centrally 
and then impose it”. Nevertheless, valuable though 
this leadership has been, we have never felt sure that the 
Ministry was facing the underlying issues of the service 
and had reached a policy for its development as a whole. 
Do the hospitals, public health, and general practice 
receive the right share of our resources ? If not, what 
needs to be done to shift responsibilities and burdens 
and manpower from one to the other? If, for the sake 
of economy and efficiency, contraction of effort is 


Planning, in the sense of 


needed at one point, and expansion at another, do the 
professional and financial incentives in the service pro- 
mote the desired changes?* Rightly or wrongly, we 


suspect there are still some big lacune in the policy of 


the service and some inconsistencies in its application; 
and, if the Central Health Services Council is not the 
right body to study them, the planning capacity of the 
Ministry might perhaps be strengthened by the appoint- 
ment of a smaller group—say, half a dozen experienced 
but not too elderly people, paid a half-time salary, and 
with access to whatever secretarial and statistical help 
they want—who would be charged with keeping the 
policy of the service under continuous review. Nothing 
much, at any rate, would be lost by trying the experi- 
ment; and if such a group were prepared to receive and 
consider constructive criticism they would also fulfil 
the incidental but very necessary function of providing 
an address to which reformers and dissidents could 
usefully post their suggestions and objections. 


BOARDS AND COMMITTEES 

Whether or not the machinery of the Ministry needs 
to be supplemented, there can be no doubt that the 
machinery of hospital administration needs to be 
simplified; and an inquiry into it could properly be 
started soon, before any more interests have time to vest. 
Those of us with fairly long memories will recall 
that hospital regions and hospital groups were both 
originally conceived for the same general purpose— 
to get the hospitals of an area to play as a team instead 
of individually. After much discussion, in which the 
regions were sometimes to be large and sometimes 
small, both boards and management committees were 
put into the service; but possibly this was no more than 
an example of the extravagant generosity of the times, 
and we might get on just as well or better without one 
or the other? From time to time, abolition of the 
regional boards has been proposed; but, if one is 
to go, we should ourselves be inclined to eliminate the 
management committees. Regional boards have acquired, 
for better or worse, more administrative functions than, 


as planning authorities, they were meant to have; and, if 


the number of these boards was doubled, so that the 
average size of regions was halved, each should be able 
to maintain direct contact with all its hospitals indi- 
vidually. Day-to-day management would revert to the 
house committees, which would thus regain their soul, 
and those hospitals and institutions that have a genuine 
need to work in close association could link themselves 
by less formal and elaborate means than a common 
administration. 
hospital administration could probably be taken out 


without endangering the structure; and the amount of 


time and trouble this would save would be enormous. 
Even so, the simplifying process should not stop 
there; for perhaps as much good, or more, could come 
of fresh examination of the constitution of the boards 
and committees themselves. We should not be surprised 
to find that at least half their work arises from their 
being too big; for a big board or committee, meeting 


2. ibid. 1956, i, 237 
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only occasionally, can seldom reach a decision on any 
important problem except by referring it to a committee 
which can go into it more carefully. Unfortunately 
if we may propound a variant of PARKINSON’s law *) the 
amount of work increases with the number of com- 
mittees available for its completion. Certainly it has 
been very helpful to the N.H.S. that so many able 
people should have been willing to give up so much 
time to the conduct of’ its boards and committees, 
burning gallons of midnight oil over its interminable 
agenda; and something would as certainly be lost by 
having smaller boards which would contain less variety 
of experience. Yet the gain in expedition and labour 
would be quite immense if (as TAYLOR suggested years 
ago *) the regional boards were reduced to an average 
of eight members, meeting often enough to be fully 
familiar with their business and able therefore to take 
the decisions themselves. They would have to be paid 
an honorarium of course, and a big one; but their job 
would, after all, be no less important than that of the 
executive directors of other big concerns; and if the 
‘Government want the best people for such work they 
cannot sensibly limit their choice to the rich or retired. 


THE UNITED VOICE 

How would such streamlining of hospital administra- 
tion affect the partnership we are advocating ? Clearly, 
it would reduce the likelihood of doctors serving on the 
executives, and would thereby disappoint those who 
want to see the professions heavily represented on the 
boards and committees which administer the service. 
But in our view the demand for this kind of professional 
representation is and always has been misguided.® A 
board ought, naturally, to give more weight to the views 
of a medical advisory committee, presented unitedly, 
than to those of its individual medical members, who are 
(or should be) appointed for their personal qualities 
and not as experts or as accredited representatives of the 
hospital staffs. But in practice the layman will inevit- 
ably be confused if he receives medical advice from two 
quarters, and the influence of the advisory committee 
can easily be weakened by the presence of doctors on 
the board, who may speak with a different voice. Indeed, 
the result may be that the board, getting divergent 
guidance, will feel free to take its own line. Unless, 
therefore, the professions are granted absolute majorities 
on the boards (which seems improbable) they will do 
best to concentrate on providing, for each executive, 
an advisory committee which is in a position to offer a 
considered opinion on behalf of the professions con- 
cerned. If the chairman of this committee, sitting with 
the executive as a non-voting member, produces an 
expert opinion of this kind, his board will think at least 
twice before ignoring it. To go on trying to make the 
boards themselves representative of everybody and 
everything will mean that they get bigger rather than 
smaller, and that they do their work through even more 
committees. The proper course, as we see it, is to reduce 
the administrative bodies both in number and in size, 


3. Parkinson, C,. N. Parkinson’s Law. London, 1958 
laylor, S. Lancet, 1951, ii, 725 


5. Lancet, 1951, ii, 719 


but to make sure that each of them, in deciding matters 
of moment, has the benefit of a corporate professional 


opinion. 
PROFESSIONAL INITIATIVE 


If it were true that our profession had been nationalised 
(as people so often and so wrongly assert), doctors would 
be able to influence the service only through these official 
channels. But in point of fact, though most medical 
men and women work in contract with public bodies, 
the profession has a separate and thriving independent 
life, based on its own societies and ‘institutions. We 
cannot too often repeat that in this country doctors are 
not State officers or Civil Servants; and it would be a 
great pity if, even within the service, they began to feel 
that initiative must always come from the centre rather 
than the periphery. For example, those who think that 
general practitioners ought to have part-time hospital 
appointments need not wait for an administrative circular 
but should set about seeing whether and how what they 
want can be arranged in their own areas; for that is how 
new things are still most often done. A more vigorous 
suggestion we have heard is that, instead of reflecting 
negatively on the defects of a tripartite service, local 
doctors from all branches should form a small unofficial 
group of their own—to look into what is wrong in their 
area and to make sure that it is put right. A really active 
ginger group of this kind might (for intraprofessional 
reasons) find it convenient to meet anonymously and 
remotely, hooded and at midnight; but no such anxious 
considerations need deter those of more academic or 
timorous habit who prefer to make their criticisms of 
the service, and their proposals for its amendment, 
through their associations, colleges, or faculties. In the 
past year many of the principal professional bodies have 
set out some of their opinions in memoranda of evidence 
to the Royal Commission on Remuneration; but in gen- 
eral their corporate capacity for constructive thinking on 
the medical services is too little cultivated. The British 
Medical Association hopes to undertake a review of 
these services, which should be invaluable if it rivals in 
foresight the report of the Association’s Medical Plan- 
ning Commission before the war. Exceptionally well 
placed for making background studies of medical policy 
is the Royal College of Physicians of London, which 
could helpfully produce more of the documents with 
which it has sometimes stimulated professional dis- 
cussion. In promoting the development of the service, 
King Edward’s Hospital Fund and the Nuffield Provin- 
cial Hospitals Trust (whose latest progress report appears 
this week ®) have contributed ideas as well as money. Of 
all the King’s Fund contributions, none perhaps will 
do more good in the long run than its Administrative 
Staff College, where partnership is seen and presented 
as a necessity. On p. 42 Dr. W. S. PARKER suggests that 
there should also be a general staff college which could 
give young doctors an administrative understanding 
that would later help them to help the service. Unques- 
tionably medical knowledge, in its growing complexity, 
will not be fully applied unless quite a lot of members 


6. A Record of the Progress of Schemes and Descriptions of New Projects, 


1955-58. Fourth Report. Nuffield Provincial Hospitals Trust, Nuffield 
Lodge, Regent’s Park, London, N.W.1. 
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of our profession are led to take a special interest both in 
what CLARK * calls administrative therapy and in the 
larger subject of therapeutic administration. 

Among national organisations, the N.H.S. is remark- 
able because it represents a new kind of partnership 
between the State and the professions: its purpose is to 
enable people to work effectively to their own professional 
standards. This partnership breaks down if either side 
disclaims responsibility—for instance, if a doctor, con- 
scious of some remediable administrative fault which is 
lowering the quality of his work, does nothing more 
positive than blame “ the service”. Such dissociation of 
the administrative and professional parts of the undertak- 
ing always does damage; for discontent without approp- 
riate action is anything but divine. Moreover, the truth 
is that, though administrators have been slow in solving 
some of the problems of the service, there are others 
which only the medical profession itself can solve. The 
rigid and routine nature of training for specialties, and 
the barriers between them, are the result of professional 
policies—and policies by no means confined to this 
country. Is it the administrators of the N.H.S. who are 
making it so difficult for young men to have the useful 
experience of going for two or three years to one of the 
Commonwealth countries where they are so badly 
needed ? How much of the difficulty of getting into 
general practice has arisen because practitioners no 
longer set sufficient store by postgraduate hospital 
training? Even the problem of the senior registrars 
and the S.H.M.O.s is presumably insoluble—whatever the 
Government do—until consultants make up their mind 
about the advantages and disadvantages of a swelling of 
their ranks, with perhaps a consequent diminution in 
their prestige. Looking round at the many difficulties 
of the service which obviously demand some fresh 
approach, it seems that the best means of making pro- 
gress would be a statutory period of amnesia in which 
all of us forgot what we had ever said before. Mean- 
while, however, we make no apology for recalling and 
repeating the plea for partnership which appeared in our 
editorial of July 3, 1948: 

“If we continue to think of the National Health 
Service as a State service it will fail, but if we recognise 
it as our Own service we can make it a great and 
increasing success.” 


The Etiology of Leukemia 

Four years ago we reviewed the work of Lupwik 
Gross on transmissible mouse leukemia.* Gross used 
for his experiments two contrasted inbred strains of 
mice; the Ak strain, 70°,, of which develop lymphatic 
leukemia at the age of 7-10 months, and the C3H strain 
in which the incidence of spontaneous leukemia is only 
0-5". Cell-free filtrates were prepared from the organs 
of leukemic Ak mice; when these were inoculated into 
newborn C3H mice, less than 24 hours old, nothing 
happened immediately and no tumour developed at the 
site of ifoculation; but in the mouse’s middle age (the 
normal life-span is 2'),-3 years) 81°, of these mice 
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developed leukemia; if the inoculation was delayed 
until the mice were 2-6 days old, only 55°, became 
leukemic; and if the inoculated mice were more than 
7 days old, no leukemia occurred. Gross also showed 
clearly that whatever was transferred from the leukemic 
Ak mice caused leukemic changes in the C3H cells 
themselves, since the C3H leukemia could only rarely 
be transplanted back into Ak mice. Gross concluded 
that the lymphatic leukemia in Ak mice was caused by 
an agent transmitted through the embryos from one 
generation to the next; and, since not all mice carrying 
the agent develop leukemia, and some may die from 
other causes after they have transmitted the agent to 
their offspring, true hereditary transmission may be 
simulated. When Gross attempted to prove that this 
leukemic agent was filtrable, some odd results appeared. 
If the material was filtered through Selas microporous 
porcelain, quite a lot of the inoculated newborn C3H 
mice developed parotid tumours at an average age of 
3-3 months, instead of leukaemia at about 10 months. 
On the other hand material filtered through Berkefeld N 
candles produced mostly leukemia and a few parotid 
tumours. These unexpected findings clouded an other- 
wise clear story. 

On the whole these results have been confirmed by 
others, *"' and several new points have emerged.'* The 
transmissible agent from the Ak mice has been found to 
induce subcutaneous fibrosarcoma in some animals as 
well as parotid tumours in others. This finding under- 
lines the oncogenic potentialities of the agent. But 
Gross found that, using a particular inbred strain 
of mice, only leukemia was produced by inoculation 
and tumours did not appear.'* A more surprising 
experiment showed that cell-free extracts from tissues 
of apparently normal Ak (or similarly leukemia-prone 
C58) mice inoculated into newborn C3H mice could 
induce leuke#mia and, in a few instances, parotid 
tumours.'* Further experience has shown that there is 
considerable variation in the potency of the leukamo- 
genic agent and in the susceptibility of the hosts even 
among inbred strains. When this was realised potent 
agents were selected for study, and it was found that 
the potency could be increased by cell-free passage 
through generations of C3H mice. Gross has now 
developed a leukamogenic agent that will induce 
leukemia in up to 97°,, of inoculated suckling C3H 
mice 1-14 days old after a latent period of only 3-4 
months. 

The technique of using newborn mice less than 1 day 
old for the inoculation of tumour-producing agents has 
now been adopted by several laboratories, and some 
curious results have been reported. GRaFFi et al.'° pre- 
pared filtered extracts from Ehrlich mouse carcinoma 
and some other tumours, and inoculated them into a 
strain of mice known to have an incidence of spon- 
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taneous leukemia of less than 1°; 34-75°,, of the 
inoculated mice developed myelogenous leukemia after 
a latent period of 4-8 months. FRIEND '* obtained similar 
results and showed that the myelogenous leukemia 
could be transmitted by inoculation of cells into adult 
mice of the same strain. This phenomenon of induction 
of leukemia by cell-free extracts from tumours is the 
reverse of Gross’s induction of tumour growth by 
inoculation of leukamogenic agents. Gross considers 
that these findings emphasise the importance of varia- 
tion in the recipient, and points out that parotid tumours 
develop from leukemic filtrates only when the inocu- 
lated host is less than 16 hours old; above this age, only 
leukaemia appears. 

A set of experiments supporting the hypothesis that 
the leukamogenic agents are viruses have been reported 
by STEWART and her co-workers.'? They showed that 
the leukemic agents could be grown in tissue-culture 
on mouse kidney or chicken chorion allantois and would 
then induce parotid tumours, but not leukemia. There 
are some other properties that support the virus hypo- 
‘thesis. For example, the material can be stored without 
loss of potency at —-70 C for 3' |, months or so; studies 
with the ultracentrifuge suggest that the leukemogenic 
particles are about 50-70 mu in diameter, and electron 
microscopy shows particles of a somewhat similar 
order. Extracts filtered through membranes of 340-200 
mu porosity can induce leukemia, but extracts filtered 
through membranes of 140-93 mu porosity still induce 
parotid tumours.'* 

To explain all these findings Gross '* proposed the 
hypothesis of “ vertical transmission” of a pathogenic 
agent. By this term he means the transmission of 
extraneous pathogenic agents from one generation to 
another by germinal cells or occasionally, as in the 
mammary carcinoma of mice, through the mother’s 
milk. This contrasts with the usual methods of trans- 
mission of infectious diseases by contact, by food, through 
the air, or through the agency of insect or other vectors. 
In these known methods of transmission, the transfer 
takes place in a few days or weeks, and thus the spread 
can often be traced without difficulty. But “ vertical 
transmission’ works differently, and according to 
Gross has the following characteristics. 

The pathogenic agent, transmitted by the germinal 
cells or the mother’s milk, may remain latent for a con- 
siderable portion of the host’s life-span so that the 
infected animal appears in perfect health but can still 
transmit the seeds of disease to its offspring; thus C3H 
newborn mice receiving the pathogenic agent from Ak 
mice do not develop leukaemia till middle age, and by 
then they have mated and may have: passed on the 
disease, via the germinal cells, to their own offspring. 
Sometimes the agent may not become activated at all 
during the lifetime of the host, and in some instances an 
agent is harmless for its own carrier host but can cause 
fatal disease when transferred to another strain or 
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species. GROSS points out that several examples of 
this type of transmission are known in nature (e.g., 
pébrine, the silkworm disease studied by Pasteur; 
mosaic disease of potatoes; and Rocky Mountain fever 
and tularemia transmitted through the eggs of tick 
vectors). Certain types of bacteriophage are also trans- 
mitted from one generation to another; Lworr ”° 
showed that bacteriophage may remain dormant until 
activated by certain agents, including X rays, and once 
activated the phage may destroy its own host by lysis. 
The activating agents for leukemia are hardly known; 
we suspect that ionising radiations and chemical poisons 
such as benzol may have this effect, but we have no 
idea how they work or what is the nature of the change 
induced in the transmitted pathogen. 

In four years, then, Gross has consolidated the evi- 
dence for the “vertical transmission” by cell-free 
agents of mouse leukemia and certain mouse tumours; 
and it is likely that chicken lymphomatosis is similarly 
transmitted. But whether these ideas can be applied 
to human leukemia is doubtful. Gross himself points 
out that the evidence will be hard to get. Clearly 
human leukemic material cannot justifiably be inocu- 
lated into newborn infants. Tracing an agent trans- 
mitted vertically requires the study of several genera- 
tions; human leukemia was recognised as a distinctive 
disease only a century ago, and its modern study with 
reasonably accurate case-finding dates back hardly a 
generation. Another difficulty, raised by the fact that 
tumours as well as leukemia can be produced by inocu- 
lation of material from a single source, is that we do not 
know whether we are dealing with a single agent with 
varying potentialities, or several agents transmitted at 
the same time. Four essential conditions seem, on 
Gross’s theory, to be needed for the development of 
leukemia '*;: (1) inherited susceptibility of the host, 
(2) the presence from birth of a leukemogenic agent, 
(3) an activator that may be intrihsic (metabolic or 
hormonal) or extrinsic (physical or chemical), and (4 
conditioning of the host to allow the activators to 
stimulate the pathogenic agent to produce leukemia 
(or tumour). So far as human leukemia is concerned, 
we know hardly anything about these points. We have 
no means of detecting whether a pathogenic agent has 
been transmitted or is still present in the parents of the 
leukemic patient, and all we know of activation is some 
suggestive evidence that exposure to X rays or other 
ionising radiation can be followed by leukemia *' and 
that certain chemicals may act in a similar way. 

Despite the impasse that study of the viral transmis- 
sion of leukemia and tumour formation seems to have 
reached for the moment, this work is clearly of immense 
interest. But to the physician dealing with the 
leukemias, the interest after four more years’ research 
remains academic. Indeed, if Gross is right, we are 
faced with an undetectable leukemic agent transmitted 
at birth which becomes active in a set of circumstances 
at present undefined. Such a theory holds out little 
hope of therapeutic advance. 
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NEUROLOGICAL COMPLICATIONS OF ASIAN 
INFLUENZA 


IN the recent epidemic of Asian influenza the illness 
was usually neither severe nor lengthy; but in a few of the 
enormous number of cases complications developed, some 
of which involved the nervous system. These neurological 
complications are discussed in four contributions that 
appear on earlier pages of this week’s issue. Encephalitis 
is perhaps the best established of them. Commonly it 
arises about the fourth to tenth day after the onset, when 
the patient seems to be recovering or to have recovered 
from the initial illness; and it is characterised by impair- 
ment of consciousness with bilateral extensor plantar 
responses and few or no localising signs. In the purely 
encephalitic cases the cerebrospinal fluid (C.s.F.) is normal. 
The electroencephalogram (E.E.G.) is extremely abnormal 
with pronounced delta activity which may be continuous 
or occur in bursts on a predominantly flat record. The 
patient’s condition may be critical, but recovery is usual 
and in most cases complete. Other types of encephalitis 
attributed to Asian influenza include encephalomyelitis 
and an ataxic encephalitis’ similar to that which may 
follow chickenpox. It may, however, also present as a 
psychotic outburst in which the patient becomes restless, 
noisy, and violent. In these outbursts the E.E.G. is grossly 
abnormal with distinct delta activity, justifying the view 
that they are a symptom of encephalitis and do not repre- 
sent a latent psychosis which has been revealed by a 
generalised infection. 

Observers from Bombay ? to Birmingham and Barbados 
to Jerusalem believe that their cases of encephalitis were 
due to Asian influenza, and many will agree with them; 
but it is difficult to prove the connection beyond doubt. 
Clinical evidence can be supported by antibody titres 
indicating that Asian influenza coincided with encepha- 
litis, but Dr. Flewett and Dr. Hoult (p. 11) show that 
this evidence must be evaluated critically. They point out 
that when the cases arose there was an epidemic of 
influenza in the neighbourhood, and there was therefore 
a good probability that any person in the region would 
show evidence of recent infection, and that this probability 
was even greater in the hospital population than in the 
general population. Nevertheless, viewing the evidence 
as a whole, it is reasonable to conclude that the encephalitis 
is the result of the influenza. Whether the encephalitis 
is due to the presence of the virus in the brain, to activation 
of some other organism by the influenzal virus, or to the 
provocation of an allergic reaction is unknown. This 
problem arises in other forms of encephalitis, such as those 
associated with mumps, chickenpox, and vaccinia. 

Another complication of Asian influenza is aseptic 
meningitis, which may be found with or without encepha- 
litis. Udani et al.?, describing influenza in children in 
Bombay, report 5 meningitic, 5 encephalitic, and 11 mixed 
cases. Acute polyneuritis has also been described in 
association with influenza, and 2 cases are described by 
Dr. Flewett and Dr. Hoult which might be attributed to 
Asian influenza. But here the specific relationship is 
much less clear, and it will probably further confuse the 
problem of the etiology of polyneuritis if influenza is 
regarded as a specific cause. 
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MENTAL HEALTH AND NURSERY-SCHOOLS 

IN a nursery-school the easy introduction of the 3-year- 
old to a wider society is an “‘ upward extension of the 
family rather than a downward extension of the primary 
school,” ' and sets a pattern for good relationships in the 
future. It is not surprising that those in charge of child- 
guidance clinics and others who have to care for children 
with special problems—for example, the partially deaf— 
wish to secure the admission to nursery-schools of some 
of the children. The character of nursery-schools would, 
however, be changed if too great a proportion of handi- 
capped children were admitted and they ceased to cater 
for a cross-section of the community. 

At a recent conference in London of the Nursery 
Schools Association, the part that these schools could play 
in the promotion of mental health was examined against 
the background of financial restrictions. Even in London 
there are places for less than 10°, of the children between 
3. and 5. Teachers from nursery-schools described, as did 
Taylor twenty years ago,” the problems of young mothers 
in suburban communities, as well as the frightening 
anxieties of the mother beleaguered in her 16th-floor flat 
while her son plays in the asphalt jungle below. It is to 
the credit of the education committees of London and 
Bristol that between financial crises they have been able 
to slip planned nursery-schools into the ground-floors of 
some of the new blocks of flats. We may need nursery- 
schools as well as colleges of technology in the coming years. 


PENICILLIN AND CHLORAMPHENICOL 

Tue action of penicillin is primarily bactericidal, 
whereas that of chloramphenicol is primarily bacterio- 
static. In a summary of evidence from in-vivo and in-vitro 
experiments Jawetz and Gunnison * showed that the 
effect of combining two such agents is unpredictable. The 
result depends on the relative amounts of the two anti- 
biotics in the combination and on the organism’s sensi- 
tivity to the bactericidal drug. That antagonism between 
antibiotics may be a clinical reality hazardous to the 
patient was shown by Lepper and Dowling,‘ who reported 
that when penicillin and chlortetracycline were used 
together in the treatment of pneumococcal meningitis 79%, 
of patients died, whereas only 30°, of patients died when 
penicillin was given alone in the same doses. 

Many in-vitro studies of the action of penicillin and 
chloramphenicol in combination against a number of 
bacteria demonstrated antagonism, especially when the 
test organism was a gram-positive coccus; but others did 
not confirm this and some even revealed synergism. 
These conflicting observations probably result from the 
diversity of in-vitro methods and the variety of test 
organisms and from the different ways in which the experi- 
mental results were interpreted. The results of in-vivo 
experiments are also inconclusive. In the therapy of 
experimental infections in mice, these two agents were 
antagonistic when treatment was restricted to a single 
injection of the drugs *®*; but these single-dose experi- 
ments do not reproduce the conditions in which anti- 
biotics are used clinically. Speck and Jawetz’ reported 
that penicillin and chloramphenicol, administered daily 
by intraperitoneal injection for five days, were antagon- 


1. Winnicott, D. W. The Child and the Outside World. London, 1957. 

2. Taylor, S. Lancet, 1938, i, 759 

3. Jawetz, E., Gunnison, J. B. J. Amer. med. Ass. 1952, 150, 693. 

4. Lepper, M. H., Dowling, H. F. Arch. intern. Med. 1951, 88, 489. 

5. Jawetz, E., Gunnison, J. B., Speck, R. S., Coleman, V. R. ibid. 
1951, 87, 349 

6. Ahern, J. J., Burnell, J. M., Kirby, W. M.M. Proc. Soc. exp. Biol., N.Y. 
1952, 79, 568 


7. Speck, R. S., Jawetz, E. Amer. J. med. Sci. 1952, 223, 280. 








a aa 


=S> oo As = = 





' 7 7 ey YS 





5 yuLy 1958 





ANNOTATIONS 33 





istic in the treatment of a subacute streptococcal infection 
induced in mice by the intramuscular injection of Strepto- 
coccus pyogenes. But when Ahern et al.® treated the infec- 
tion produced in mice by the intraperitoneal injection of 
Str. ‘pyogenes with parenteral penicillin and _ chlor- 
amphenicol in doses that maintained adequate blood- 
levels for two or three days, they observed no interference; 
the combination afforded the same degree of protection 
as penicillin alone. In a series of articles, Jones and Fin- 
land have attempted to evaluate the activity of two anti- 
biotics in combination by determining the antibacterial 
activity of the plasma of healthy people at intervals after 
the drugs had been administered separately or together. 
We have referred to some of their earlier work,’ *° and now 
Finland et al.'® have tested phenoxymethy] penicillin and 
chloramphenicol in this way. Chloramphenicol did not 
interfere with the action of penicillin against three different 
gram-positive cocci—a group-A streptococcus, a type-2 
pneumococcus, and a Staph. aureus—nor did it add 
measurably to the activity of the same dose of penicillin 
given alone. They concluded that the combination has 
probably no clinical significance. 

Even if there is no untoward interaction between 





‘chloramphenicol and penicillin, it is difficult to envisage 


a legitimate clinical indication for prescribing these two 
drugs in combination. 


ANAPHYLAXIS WITHOUT PREVIOUS 
SENSITISATION 

THOSE who have to administer antitoxin are alive to 
the danger of anaphylactic shock in patients who may 
have become sensitised by previous treatment with anti- 
toxin. Presumably in sensitised persons antibodies have 
been produced to serum-proteins present in the earlier 
dose of antitoxin, and the reaction of these antibodies 
with the protein in the subsequent dose of antitoxin gives 
rise to some toxic substance—possibly histamine—which 
may prove lethal unless adrenaline is administered 
promptly. The relation of anaphylaxis to allergy, the 
explanation of the toxic effect of the combining of antigen 
and antibody, and the site of the injury reaction are still 
mysteries. But anaphylactic reactions may be elicited in 
vitro, for smooth muscle such as strips of uterus or intes- 
tine from sensitised animals contracts when it is brought 
into contact with the specific antigen to which the animal 
is sensitive.'' Not only does anaphylactic shock occur in 
animals previously sensitised with the antigen, but so- 
called “‘ passive anaphylaxis ”’ is observed when adminis- 
tration of antibody from another animal is followed after 
an interval by administration of the specific antigen. It 
has been suggested that the time interval before maximum 
sensitivity to passive anaphylaxis develops may represent 
the time necessary for fixation of antibody to tissue cells.” 

A reasonable view therefore would be that anaphylactic 
shock is due to the union of antigen with antibody in or 
at the surface of tissue cells causing cell injury and leading 
to the production of a histamine-like toxic substance by 
the cell. On the other hand, acute shock in guineapigs 
can be elicited by injecting a mixture of antigen and 
antibody which have already been incubated together 
in vitro for a short time,’ so it is not necessary for the 
antibody to be first anchored to the tissue cells before 
coming into contact with the specific antigen. This type 
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of acute or even fatal reaction after injection of “‘ toxified 
serum is sometimes regarded as distinguishable from true 
anaphylaxis and is described as anaphylactoid shock. 
The severe shock in guineapigs produced by injecting 
soluble complexes of antigen and precipitating antibody * 
is presumably of this type. Recently © it has been found 
that injection into mice of soluble antigen-antibody 
complexes produces severe shock, the antigens used being 
bovine serum-albumin and Haemophilus pertussis vaccine. 
In some cases the soluble complexes were prepared by 
adding an eightfold excess of antigen to the appropriate 
antibody; and in other experiments equivalent amounts of 
antigen and antibody were first mixed, and the resulting 
precipitate was washed and then dissolved by adding a 
tenfold excess of antigen. With the preparation from 
the washed antigen-antibody precipitate the mortality 
among the injected mice was lower. This suggests that 
the shock-producing factor may be formed when the 
antigen and antibody combine in vitro and is removed by 
washing the precipitate. It is perhaps significant that 
peptone shock produced by protein breakdown products 
closely resembles anaphylactic and anaphylactoid reac- 
tions. 
IN ARDUIS FIDELIS 

By royal warrant of June 23, 1898, the Army Medical 
Staff was amalgamated with the Medical Staff Corps to 
form the Royal Army Medical Corps; and on Tuesday of 
last week the diamond jubilee of the Corps was celebrated 
with due magnificence at a service in Westminster 
Abbey attended by Queen Elizabeth the Queen Mother, 
colonel-in-chief. On the following day the British 
Medical Association, whose persistent pressure on Govern- 
ments did so much to bring about the R.A.M.C.’s forma- 
tion, gathered a large and notable audience in its great 
hall. There they had the rare experience of hearing a 
commemorative oration delivered by an orator—yet in 
an unassuming way that made it wholly delightful. 

Sir Gordon Gordon-Taylor had qualified himself for 
the occasion first by graduating in classics at Aberdeen 
in the year when the R.A.M.C. was born, and secondly 
by his surgical service with the Army in France in the 
first world war—long before the second transformed him 
into an admiral. Having recalled some of the great but 
faraway figures of British military medicine, he spoke of 
the R.A.M.C.’s contribution to preventive medicine 
implied by four of the names carved outside the London 
School of Hygiene—Parkes, Leishman, Bruce, and Ross. 
Then he turned to the men he knew in France, bringing 
each to life fora moment by his memories. “* The whole 
world is a tomb for heroic men’”’; and he told us how, 
the week before, he had paid another visit to Flanders, in 
the rain so characteristic of that country, and had stood 
beside the grave of Noel Chavasse, in the cemetery at 
Brandhoek, which lies exactly where Arthur Martin- 
Leake had the main dressing-station of his field ambu- 
lance. These two doctors both received the Victoria 
Cross twice. To the present members of the Corps he 
said that its great traditions are safe in their hands. 
“* Fidelity is, next to courage, the loveliest virtue.”’ 





Prof. ANDRIJA STAMPAR, a former president of the Assembly 
of the World Health Organisation, died on June 25 at Zagreb. 
At their meeting last month the Central Health Services 
Council re-elected Lord COHEN OF BIRKENHEAD as their 
chairman. 
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WRITING about the fragmentation of knowledge, a 
distinguished physician and teacher of medicine said: 

** I sometimes feel when I listen to these eminent scientists 

that their arguments are all perfectly valid, except that they 
have forgotten one thing—that the subject of their improving 
exercises is a living, feeling, and, we hope, thinking human 
being ... Nowadays, be it in medicine, be it in education, be 
it in political reform, there seems to be a tendency to forget the 
individual.” 
This observation of Pickering’s (1955) about the medical 
student applies with even more force to the patient: the 
more advanced the physical methods of diagnosis the 
greater is the risk that the ill person will get lost in a welter 
of figures and charts and wave-recordings. 

We describe here an experiment in the handling of ill 
and emotionally disturbed people by the student himself, 
under supervision by a senior. We believe that case-work 
of this kind can help in a practical way to prepare him for 
dealing with the patients he will meet in his professional 
life. We think it better that he should be exposed to this 
experience within the framework of a teaching hospital 
than in the rough and tumble of practice without adequate 
guidance. 

In the clinical part of his training the student of medicine 
learns by observing his seniors at work, by reading, by 
listening to lectures, and by working with sick people. 
The degree of participation, or involvement, in his work 
is least when he is passively taking information in, and 
most when he is actively concerned in what is happening 
to the patient. Methods of teaching that encourage 
Participation, such as the case-seminar with discussion, 
seem to engage the student’s interest and enthusiasm 
more than the purely didactic methods, though in a 
balanced course both have their place. When patients are 
entrusted to his care, his attitude undergoes an important 
change: he moves over from being an observer of the art 
of medicine to being a participant, albeit in a subordinate 
role. 

In the teaching of psychiatry two kinds of knowledge 
have to be imparted: (1) the syndromes of mental illness, 
major and minor, and their diagnosis and treatment; and 
2) the understanding and management of a personal 
relationship between the doctor (or the doctor-in- 
training) and his patient. Case-work, as we use it, con- 
tributes a great deal to the second, but it does not take the 
place of systematic teaching in the first. 

The ability to take a complete and meaningful history 
of the patient’s illness calls for skill in interviewing, a skill 
which is of first importance in clinical medicine. This 
ability is one function of an effective doctor-patient 
relationship; it can be fostered through experience and 
discussion ; and continued contact with the patient is here 
valuable, for it allows the novice to confirm, refute, or 
amplify his initial impressions. Direct questioning of the 


patient is not always the best approach. The student 
needs also to learn how to listen, when to comment, and 
when to keep silent, and how to evaluate what the patient 
says. Some patients require help to express their thoughts, 
and others ramble so much that a little direction has to be 
applied. Knowledge when to do one of these and when 
the other takes time to acquire. The attitude of the inter- 
viewer is important in determining the course of the 
interview, and with repeated interviews the student comes 
to see how this influence operates. 


Method 

The first step is that the student who wishes to know 
more about psychiatry comes to the outpatient clinic on 
the day when new patients are seen. This attendance is 
voluntary, and thus the students who have taken part in 
the experiment are a self-selected group. One, two, or 
three students (not more) “ sit in” on the consultant’s 
interviews with each patient. When the nature and the 
severity of the illness have been assessed by the consultant, 
and the patient has left the room, the case is discussed; if 
it seems suitable for handling by a student, one of those 
present may be asked whether he would like to take the 
patient on. At this point there is a “ feeling-judgment ” 
to be made; if the student feels unduly irritated or antag- 
onised by the patient and his complaints, or unduly 
attracted, it will be prudent to decline. In his later career 
he will, of course, have to deal with patients of this kind, 
but it is unwise for him to begin his case-work with one 
of them. If he decides to accept, appointments are made 
for the patient to attend once a week during clinic hours, 
when the supervisor (the consultant or his deputy) is 
available. 

Patients chosen for case-work fall into two broad 
classes : 

(1) Those with anxiety states, or depression, or one of the 
common stress disorders, such as abdominal discontent. These 
can be helped, and often helped considerably, by regular inter- 
views with ventilation of feeling and the working-through of 
personal problems. 

(2) Those with an established illness, such as a paranoid 
state, which is not progressive. Patients in this category attend 
for observation; the student learns by observing them and 
reporting back to his supervisor. As a rule there is little else to 
be done, except when some environmental change is called 
for; this will be decided on after a conference with the social 
worker. 

Perhaps from a third to a half of the patients coming to 
a psychiatric clinic can be assigned to a student. Where 
the illness is too massive or too complicated, or where 
there are special features which make the case unsuitable 
(e.g., homosexuality with much tension), the patient is 
dealt with in some other way. When the student under- 
takes to look after a patient he must see to it that 
his sessions in the clinic are kept free from other 
duties for a reasonable distance ahead—say two or three 
months. 

The student is present on the patients’ first attendance at 
the clinic and is introduced to them as a doctor-in-training : 
he is thus recognised as one of the team. The patient 
selected for case-work is asked whether he will agree to 
the consultant calling on the student for assistance in the 
handling of his case, and this agreement is always forth- 
coming, if the selection has been wise. The patient knows 
that he can always ask to see the consultant, or supervisor, 
again at any time; it is surprising, and instructive, to see 
how seldom this request is made. 
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Where the patient is having medication—say, with a 
sedative drug—and makes an inquiry about this at his 
interview with the student, he is told that the con- 
sultant’s advice will be sought before any change is made. 
In general, drug therapy is kept to a minimum, or omitted 
altogether, during the course of case-work. 


Supervision 

Close supervision of the student’s work is an essential 
part of the plan. His session with the patient will last 
40-50 minutes; he may make notes at the time or write a 
summary of the conversation afterwards He then brings 
his notes directly to the supervisor, and the material of the 
session is discussed at some length. If there is a difficulty 
the patient may be brought back for a fresh appraisal by 
the supervisor. From the student’s interview there will 
emerge (1) the present state of the patient, and how the 
illness is progressing, (2) further data about the emotional 
background of the illness, and (3) the reaction of the 
student to what the patient says and does; this is especially 
important. 

During the supervisory sessions the aims of the depart- 
mental team in helping the patient are formulated. The 
tendency of the beginner is to strive for perfection, and to 
feel frustrated if a perfectly harmonious adjustment 
cannot be achieved. Discussion with the supervisor, and 
with his fellow-students, promotes a realistic assessment 
of what can and cannot be done. 


Some direction by the supervisor of the student’s 
activity will, of course, be necessary: this does not consist 
of a series of orders but rather a working-out by student 
and senior together of the best and most practicable way 
of handling each new situation as it arises. In the main 
the student’s attitude will be neutral and cautious; he 
takes care to refrain from taking sides or being drawn into 
giving advice. 

Termination of the case-work relationship does not 
seem to offer special difficulty. The rapport between the 
student and his patient is never allowed to become too 
intense, so that “‘ weaning ”’ is not attended by depression 
or a recurrence of illness. The patient retains his contact 
with the clinic and hence does not feel cut off and rejected. 


Attitude of Student 

Naturally at the outset the student is diffident—he is 
feeling his way. At this stage he is advised to say as little 
as possible; his main task is listening, not talking, and 
he must strive to adopt a sympathetic, attentive, non- 
critical attitude which will encourage the patient to 
unburden himself. In the opening phase of his work with 
patients the student commonly feels mildly guilty. He 
feels that he is “‘ only a student”, and wonders if it is 
fair for the patient to be seen by him and not by a qualified 
doctor. He soon comes to see, however, that the patient 
generally benefits from their sessions together, and that 
his own professional status is less important than the 
qualities of personality he can bring into the situation. 
His feelings of guilt and inadequacy should be brought 
out into the open as soon as they appear and freely 
discussed: he can be shown readily enough that he is 
putting into the patient-relationship at least as much as 
he is getting out of it. 


Another common reaction is one of discouragement at 
the slow rate of progress in the illness—e.g., a long- 
standing anxiety depression. From this he begins to learn 
how to tolerate patients who get better slowly, or perhaps 





do not progress at all, and that the determining causes of 
improvement, or lack of improvement, are much more 
in the patient than in him. He learns that every illness, 
and every human relationship, has its ups and downs; 
and he takes a more objective view of the downs. The 
student is never given a patient with whom he feels entirely 
out of sympathy; he is free to refuse the case if the patient 
is much older than himself, or perhaps too close to him 
in age, or if he feels that he might get entangled in the 
patient’s problems, or for any similar reason. 


The possibility of entanglement with the patient is 
sometimes advanced as an objection to case-work, but in 
practice it is very rare. One of us, who has used and 
tested out this method of teaching over a number of years, 
has come across no untoward consequences for the patient 
or the student (O’Neill 1955). Occasionally the student 
will hecome overinterested in or overconcerned with his 
patient, but with regular and close supervision this can 
easily be dealt with. The student’s lack of experience of 
medicine and of life is in our view offset by the fact that 
he is, apart from examinations, under much less heavy 
personal pressure than the overworked general prac- 
titioner. 

Case-work should remain a voluntary activity. It would 
be unwise and profitless to make this part of his teaching 
obligatory. The student who is keen to learn will ask for 
it; the others should not be compelled, and, if they were, 
would learn nothing and perhaps becorfe anxious and 
resistant. 

Role of Social Worker 

The student who is looking after a patient has access to 
all the services of the department, and can, if need be, call 
on the psychiatric social worker to see members of the 
patient’s family, or to advise and help with practical social 
problems. Our practice is that the case is thoroughly 
discussed by the student, the consultant, and the social 
worker in conference before the referral is made; in this 
way the role to be taken by each is defined and understood, 
and there is no overlapping. After the social worker’s 
interview she will discuss her findings with the student or 
in conference. It is a valuable experience for the student 
to join in a team with workers in other disciplines; he can 
observe the social worker’s approach and learn from her 
about the importance of family setting, housing conditions, 
problems of adaptation to a new culture, and the other 
determinants of illness which are her special province. 


Objections and Advantages 

Some of the risks and objections have been dealt with 
above. One theoretical objection is that the kind of 
student who is attracted to case-work in psychiatry is 
likely to be a “neurotic” person seeking therapy for 
himself. On the contrary, the students who apply to have 
patients of their own include some of the most mature 
and intelligent of their year. 


It has been suggested that the medical student may 
become confused or embarrassed when the patient tries to 
discuss sexual problems. We have not found that this 
presents any real difficulty, provided that the topics of 
discussion at the interview are worked through with the 
supervisor, and the student’s own feelings about them are 
given some outlet. A feeling-tone of shame or embarrass- 
ment in the interview situation, if it should become 
noticeable, can be taken up and analysed objectively. It 
goes without saying that sexual conflict is an important 
contributory cause of the illnesses that bring patients to 
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the clinic, and knowing something of how to deal with 
these is a valuable asset to the doctor going out into the 
world. 

We have students in their first clinical year, and students 
in their third year, taking part in case-work. There is 
little to choose in degree of competence, or in emotional 
reaction, between the two. The most important differ- 
ences are not in terms of phase of clinical progress, but 
in terms of disposition and attitude. In terms of benefit 
to the patient, the first-year men do just as well. What 
seems to count, in the case-work situation, is less a formal 
knowledge of psychiatry or medicine than qualities of 
personality and motivation. 

‘he main advantage of case-work is that it gives the 
student more confidence and more insight, and better 
comprehension of the diversity and complexity of human 
illness. He becomes more receptive to the “ undertones ” 
of communication—*“ reading between the lines ”’, as a 
patient once put it. He learns, too, about his own reactions 
to the ill person, and how these can be recognised and 
tolerated without threatening his relation with the patient. 
He learns how to handle without agitation the patient who 
is openly hostile; the patient who is unduly demanding, 
or theatrical, or flirtatious; the patient who seeks to 
manipulate the staff of the clinic for his own ends. In 
short, he learns how people behave when they are ill and 
anxious, and how the illness may be utilised for gain. 


Open Questions 

Of course, there are questions about the place of case- 
work in the teaching of psychiatry which await answers. 
One such is: what is the most appropriate place for it in 
the curriculum—which of the clinical years? What 
reading, if any, should be done? There is an argument 
against absorbing much textbook material before embark- 
ing on case-work; that it tends to set up in the student’s 
mind preconceptions about what he should find, and that 
it tends to foster an “ intellectualising”’ of the task, 
with the result that the student looks for security in 
lists and rules rather than in his own judgments of 
feeling 

What is the place of the formal lecture ? Our experience 
has been that lectures, when not illustrated by demonstra- 
tion of a patient, make less impact on the student’s mind 
than seminars, or teaching with the aid of the one-way 
screen (Millar 1954). As Millar said, “‘ Meaning must be 
given to the complex by the simple; to the abstract by 
the concrete; to generalities by particulars; to concepts by 
percepts.”’ 


Illustrative Case-reports 

One example of a successful outcome in the handling of 
a patient with several stress disorders by a student has been 
published already (Goldman 1955). Other examples are 
given here 

Case 1.—An engineering office worker, aged 27, was an 
anxious man with palpitations, vomiting, spots before eyes, and 
a dry skin. He was seen in the outpatient department over four 
months (fifteen sessions). The youngest of seven children, he 
had been reared in Eire and given no instruction about sex. 
His symptoms appeared only when he was alone or visited a 


cinema or a church. During his sessions at the clinic there 


gradually came to light strong feelings of guilt over masturba- 
tion and nocturnal emissions in adolescence; all this time he 
believed himself to be oversexed. He said that he had been 
worried about this for a long time, and wanted to get it off his 
chest. After the last session he was much less anxious and pre- 


occupied with his symptoms. A few months later he was 
cheerful and confident and had no complaints. 

Case 2.—A secretary, aged 16, complained chiefly of feelings 
of unreality, depression, and fear of death. She had attended 
the clinic weekly for about three months and was still attending. 
Her parents have never got on well, and she was on bad terms 
with her father—he is “always finding fault, and enjoys 
arguments’. She cannot resist an argument either. She was 
inclined to blame her father for the scenes, and to minimise her 
own part in them. She has been going out with boys since she 
was 11 years old and has no other real interests. She indulges 
in very heavy petting but always stops short of intercourse— 
she becomes very much aroused but gets frightened. One aim 
of discussion during her sessions has been to improve her 
relations with her father and promote insight into her own 
behaviour with him. She has also come to recognise how 
excessive erotic stimulation can provoke tension. She is now 
less depressed, and her sleep is much sounder; the unreality 
feelings are still present, but she is less concerned about them. 


Other Studies of Case-work in Teaching 

Houston and Allen (1957) describe a clinical programme 
for second-year students in the department of psychiatry 
of the University of California. 

Each student is assigned one psychiatric patient with whom 
he works voluntarily in his own time in the outpatient depart- 
ment. The patient is seen in weckly one-hour interviews 
through most of the academic year. Supervisors are drawn 
from residents, fellows, and junior psychiatrists; one of these 
devotes an hour to the student each week. “ Orientation 
meetings’ are held to discuss the various questions which 
emerge from the students’ work with patients. Houston and 
Allen comment that the supervisors were often surprised at how 
well the student had done, and felt humble on comparing the 
student’s performance in the doctor-patient relationship with 
that of a novice clinician in any field. 


Coleman (1951) says: “‘ The objective of psychiatric 
teaching is to turn out better doctors, not better 
psychiatrists.” 

In his department in the University of Colorado two students 
work as a team in the pediatric outpatient clinic, one student 
seeing the mother, and the other the child. The interviews are 
then fully discussed with the psychiatrist. The student, as 
Coleman says, learns to use his own personality resources. He 
believes that it is much easier to teach medical students than 
graduate residents ; the attitudes of the qualified doctor towards 
the handling of the disturbed patient are already becoming 
fixed, whereas the attitudes of the student are still being 
formed. 

Comments 

Balint (1957) said: “‘ Illness is a fruitless struggle by the 
patient to resolve his conflicts; therapy is an attempt by 
the doctor to intervene in this dynamic process so that 
a better equilibrium can be attained.”” The knowledge 
which the student must acquire if he is to become a fully 
effective doctor Balint has named “ the pathology of the 
whole person ’”’ In this new pathology there must be, as 
he says, a long chapter devoted to the most important 
therapeutic agent, the relationship between the patient 
and his doctor. We consider that case-work by the student 
will give him insight into this all-important relationship 
that is unlikely to come by reading and observation 
alone. 

Preparation of the student for dealing with disorders of 
emotional origin is of particular importance for those who 
intend to work in urban communities. Finlay et al. (1954) 
estimated that in an urban practice one patient in five 
who call upon the doctor does so because of a stress 
disorder. 
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The attitude of the public in general, and of medical 
students, towards the psychological aspect of illness is 


changing. Suspicion and ridicule are giving place to 
curiosity, active interest, and a willingness to devote time 
and trouble to study and work in this field. The student 
is under some handicap when he first comes to deal with 
patients during his training. His natural and human 
approach to the sick person tends to become overlaid by 
the attitudes which preclinical teaching may beget— 
especially an overvaluation of the physical aspects of 
causation of disease. Case-work brings him back into full 
contact with his chief object of study—the person who is 
ill. It,jhelps him to place the biophysics and biochemistry 
of medicine in proper perspective. 


Summary 

One method of teaching in psychiatry is the handling 
of ill and emotionally disturbed people by the medical 
student himself under supervision. 

Its advantages and possible hazards are appraised. 

It offers the student an opportunity for gaining con- 
fidence, and insight into the meaning of illness, that may 
not be so readily acquired in other ways. 


We are indebted to Prof. W. S. Peart for his interest and help in 
the preparation of this paper, and to Miss Dorothy Asbury for her 
contribution to discussions. 
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SENIOR REGISTRARS 


THE Ministry of Health has outlined arrangements ' 
for the selection of some posts without limit of tenure 
for senior registrars who have finished their training and 
have not yet obtained higher appointments.? 

Hospital authorities are asked to submit proposals for 
designating some senior-registrar posts which will provide 
responsible work commensurate with that normally 
expected of a fourth-year senior registrar, and which are 
within the present total of senior registrars. The new 
posts “‘ must not be regarded as a substitute for additional 
consultant posts”, and the senior registrars selected 
will be free to continue to compete for higher 
appointments. 

“In the course of their review of senior registrar posts, 
Boards may well find that there are posts held by time expired 
senior registrars which should be held by part-time or whole- 
time consultants. Such findings should be reported with the 
proposals in respect of special posts.” 

The Minister will be advised on the proposals by the 
professional committee which advises him on consultant 
appointments. The future use of posts of this type will 
depend on the outcome of the study by the working 
party on medical staffing structure in the hospital 
service.” 

In filling posts whose designation is approved by the 
Minister, boards should consider applications only from 
senior registrars who have completed their four years of 
training. The posts should be advertised, except where 


1. HM, (58) 58. 
2. See Lancet, 1957, i, 906. 





the board, after taking account of the advice of its medical 
advisory committee, is satisfied that the present occupant 
of the post is the best candidate that would be likely to 
come forward if the post were advertised. Appoint- 
ments will be of unspecified duration, but the need for the 
continued existence of a post will be open to review 
when it falls vacant. Remuneration is to be announced 
later. 
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THE AUTOBIOGRAPHY OF 
CHARLES DARWIN * 


Charles Darwin’s autobiography is a true testament 
of science, and, although it contains cautionary elements 
for those endowed with genius and a passion for dis- 
covery, it is nevertheless inspiring reading for the young 
scientist. It is a plain record of the life and work of a man 
who ranks with Newton as the most important of English 
scientists. Charles Darwin told the truth about himself as 
he saw it, as all diarists and autobiographers must if they 
wish their records to endure. 


James Boswell told the whole truth about himself, 
shamelessly and tediously, because anything that hap- 
pened to him, James Boswell, was important and worthy 
of record. “ Jamie, Jamie,” said his father, Lord Auchin- 
leck, sadly, “‘if ye sullied your breeches ye’d tell the 
world.”” Edward Gibbon told the truth about himself 
(perhaps not the whole truth) because this was the lifelong 
habit of the historian. Charles Darwin had a still higher 
standard of accurate reporting; for his training, unlike the 
historian’s, was to record the facts elicited by personal 
observation and experiment. 


The interest of the subject and the accuracy of the 
record give it a high place among English autobiographies. 
Although there is in his prose no rhythm and no eloquence, 
the plain style well matches the simple story. He records 
the ordinary happenings of any man’s life with a sim- 
plicity which amounts to naiveté. For example, of his life 
in Cambridge as an undergraduate he wrote: 

““We sometimes drank too much, with jolly singing and 
playing cards afterwards. I know that I ought to feel ashamed 
of days and evenings thus spent, but as some of my friends were 
very pleasant and we were all in the highest spirits I cannot help 
looking back to these times with much pleasure...” 


Charles Darwin had no insight into his own personality 
or into the nature of his chronic invalidism, but his story 
is told so frankly and so ingenuously that the instructed 
reader can today learn more of Charles Darwin than he 
knew of himself. 


The autobiography was written for his family in 1876; 
but since it was written at the instance of a German editor, 
even the modest Charles must have expected that it would 
one day be published, as indeed it was five years after his 
death, in the Life and Letters of Charles Darwin, edited by 
his son, Sir Francis Darwin. Some passages were then 
omitted either because they were too harsh in their 
criticism of individuals, or too frank in their statement of 
Darwin’s views on religion. The autobiography was 
republished here in 1929 and again in America in 1950, 
but it has not recently been réadily available in this 


e The Autobiography of ‘Charles Darwin. Edited by his grand- 
daughter Nora Bartow. London: Collins. 1958. Pp. 253. 16s. 
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country, and although the personality and work of Charles 
Darwin have been given great attention in the past 
twenty years, the autobiography has not been widely 
read. 

Lady Barlow has then done well to give us a full and accurate 
transcript of the manuscript which is now in the Cambridge 
University Library. The restored passages contain nearly 
10,000 words and, although they neither enlarge nor correct 
for us the portrait of Charles Darwin, it is highly satisfactory 
to have at last the complete text. 

It is to be hoped that this reprint, together with the chapter 
written by Sir Francis Darwin concerning his father’s person- 
ality and method of work, will soon find a place in one of the 
cheap editions of the his is the first time, I think, that 
the Autobiography has been published without the comple- 
mentary reminiscences of his son, and the loss is great. 


CiaSsics, 






have been the result of considered 
editorial policy ; t clearly demonstrates that Charles related 
only half the tale and Francis, with the skill of an artist tempered 
by the affection of a devoted son, told the rest. In partial com- 
pensation we are given several appendices covering 100 pages, 
including an essay on Charles’ attitude to his grandfather, 
Dr. Erasmus Darwin, and another on his controversy with 
Samuel Butler 





This omission 





The outline of the story told in the Autobiography is 
well known, even by those who have not read it. In it 
Darwin describes the slow growth of his scientific passion ; 
before he joined the Beagle on her five-year voyage his 
geological studies had begun, but of this time he writes 
**T should have thought myself mad to give up the first 
days of partridge-shooting for geology or any other 
science’. After his return to England and his marriage 
to Emma Wedgwood his research gradually excluded all 
other interests, except his love for his wife and children. 
Social life, shooting, literature, music, the meeting of 
scientific societies, the cultivation of friendship—all these 
were excluded as the formulation and proof of the great 
hypotheses increasingly filled his mind. The night brought 
no escape, with its reiteration of the doings of the day and 
its plans for the morrow; but relief by day was provided 
by the newspaper, which he read for himself, and by 
novels which were read to him each day for an hour and 
a half by the devoted Emma, who also accompanied him 
each evening in two games of backgammon. When I 
wrote in The Lancet in 1943 that “ four hours’ work in 
the daytime sufficed for the performance of the most 
important scientific work of the nineteenth century ”’, Sir 
Arthur Keith wrote to me pointing out that “ Darwin’s 
brain was a broody fowl—always sitting on a brood—a 
24 hour day, not 4 hours! ” 

Inherited wealth and chronic ill health were the be- 
getters of this situation so fortunate for science; a situa- 
tion impossible either for the children of the poor or for 
the healthy—at least if they carry the burden of guilt 
which afflicted the sensitive conscience of Charles Darwin. 
The shawl, which was usually draped over his shoulders, 
became both for him and his children the badge of 
invalidism—a distress signal to which the family gave 
unquestioning and ready response. And the cause of his 
illness? An autonomic disorder, bred, like other auto- 
nomic disorders, by Constitution out of Environment, 
conceived and nourished by the guilt which resulted from 
his suppressed hostility to that godlike being his father— 
all-wise, all-kind, omniscient and omnipotent. 


. * * 


It was a curious fate that brought this prototype father- 
idolater into conflict with that prototype father-hater, 
Samuel Butler. The aggressive expression of Samuel’s 
hatred of Canon Butler did not mitigate his violence 
towards any other father-figure who treated him with 
contempt; and Charles’ unawareness of his hostility to his 
own father did not reduce his sensitivity to criticism nor 
diminish a guilty son’s need for consolation and security 
when attacked. Charles had been at school at Shrewsbury 
with Samuel’s father and an undergraduate with him at 
Cambridge. Samuel was more than an acquaintance, he 
had also been a professed admirer of Darwin’s scientific 
work, and it was not until 1877 with the publication of 
Life and Habit that he became openly critical of Darwinism. 
Charles disdained an adversary whose arguments were 
not founded on scientific fact; but he could not under- 
stand, as he wrote to Huxley, why Butler was “ so bitter 
against” him. How could he know, or indeed care, that 
he had become an offending father-figure for a rebellious 
son ? 

The quarrel arose after the publication in 1879 of Charles’ 
Life of Erasmus Darwin, which contained a translation of an 
essay by Ernest Krause which had originally appeared in the 
German scientific journal, Kosmos. While the book was in pre- 
paration Charles sent Krause a copy of Samuel Butler’s 
Evolution Old and New, which had just been published, with 
the hope “ that he would not expend much powder and shot 
on Mr. Butler as he really is not worthy of it. His work is 
merely ephemeral.”” Krause revised his article and included 
critical references to the views of Butler, although not mention- 
ing him by name. When the Life of Erasmus Darwin was pub- 
lished there was no indication that the original article had been 
revised or by whom and, worse still, there was a footnote in the 
preface stating that Mr. Butler’s book Evolution Old and New 
had appeared since Dr. Krause’s article was published. Butler 
asked Darwin for an explanation; Darwin replied that “ this 
is so common a practice that it never occurred to me to state 
that the article had been modified.’’ Butler, unsatisfied, stated 
his grievance in a letter to the Atheneum. Darwin then remem- 
bered what he had forgotten, that he had indeed written a 
paragraph for inclusion in his book stating that Krause had 
revised this article; remembered then, too, that at Krause’s 
instance, he had caused this paragraph to be omitted; and 
perhaps did not recognise, even then, that his footnote to the 
preface would justify a charge of duplicity by the inflammable 
Butler. 

Comfort in this assault by the unspeakable Butler was 
provided by the family in no ordinary degree. As Lady Barlow 
relates, “‘ the exchange of letters to and from Down, some of 
which were sent to London by road in the Down carriage, with 
John the coachman waiting to bring back the answers shows 
how serious was the flutter in the Darwin Dove-cot””. Should 
Charles admit his error and rebut the charge of duplicity or 
should he ignore contemptuously the “‘ nearly insane ” ravings 
of a scribbler ? He was persuaded by the majority of his family 
and by his powerful friends (Huxley and Leslie Stephen) not to 
sally forth from his ivory tower; but some of his sons, including 
the wise and unimpassioned Francis, gave him better advice 
which was unfortunately rejected. So Butler’s resentment 
smouldered on in his aggressive breast, and although the fires 
were temporarily damped down by Darwin’s death, he himself 
was to die unaware of the truth. 

If these lapses of memory were examples of the provocative 
art of forgetting, yet another example of Charles curious forget- 
fulness is given by Lady Barlow. Charles in his autobiography 
gave the year of his father’s death as 1847; it was in fact 1848. 


The edition of the autobiography published in 1929 in 
the Thinker’s Library omitted the pages relating to 
Robert Waring Darwin, Charles’ father. 


This long 
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passage was, of course, included in the Life and Letters, 
and is now restored by Lady Barlow to its proper place. 
In Sir Francis Darwin’s edition the word “ father ’”’ is 
printed with a small f as has been customary in English 
writing for many a day, the capital F being reserved for 
the divine Father. In Lady Barlow’s edition, which she 
tells us is an accurate transcript, there is a strange 
indecision about the usage of F and f. The word father 
appears 70 times in reference to Robert: 49 times it is 
given a small f and 21 times a capital F. Occasionally the 
variation appears to be symbolic of Charles’ ambivalent 
attitude to his father: “‘ My father heard his reasons for 
believing that he could ultimately repay the money, and 
from my Father’s intuitive perception of character felt 
sure that he was to be trusted.”’ All fathers hear but only 
godlike Fathers have an intuitive comprehension. 

Lady Barlow has a thorough understanding of Darwin’s 
scientific work and in an interesting chapter in the appen- 
dix she discusses it not only in relation to the ideas of the 
pioneers of evolutionary thought, Erasmus Darwin and 
Lamarck, but also in relation to contemporary thinking. 
Charles denied that evolutionary ideas were “‘ in the air ” 
while he was at work accumulating the evidence by which 
in 1859 he convinced the scientific world of the truth of 
evolution by natural selection. Lady Barlow shows by 
extracts from contemporary writers that Charles, viftually 
excluded from social contacts, was in some degree 
unaware of the scientific small-talk of the day. However, 
he was correct in the certainty that he alone had the 
innumerable facts, patiently collected for more than 
twenty years, to establish the great hypothesis which, in 
the event, he and Wallace were to publish simultaneously. 

Darwin was always interested in the comparative part 
which theory and the ascertainment of fact by observation 
and experiment play in scientific research, the balance 
between the conception of a hypothesis and its proof. 
In his youth the emphasis was all on the accumulation of 
facts: “‘ as a young man his suspicion of the speculative 
philosopher was unqualified; in later years he acknow- 
ledged a growing respect for speculation.”’ Lady Barlow 
suggests that this youthful revolt against the speculation 
of which both his father and his grandfather were over- 
fond was an act which proclaimed his emancipation from 
the dominating personality of his father. 

DouGLas HuBBLE. 


THE COSTE OF PRESCRYBINGE 

OnE of the recommendations made in the interim report 
of the Hinchliffe Committee on the Cost of Prescribing 
is that all doctors should b2 issued with a list of available 
drugs and their prices. 

This would be by no means the first time that a priced 
list of drugs has been issued. One was published two 
hundred and fifty years ago by Dr. R. Pitt, fellow and 
censor of the Royal College of Physicians, under the title 
of The Craft and Frauds of Physic Exposed. The very low 
Prices of the best Medicines Discovered. The Costly Medi- 
cines now in Greatest Esteem...and the too frequent Use 
of Physic proved destructive to Health with instructions to 
Prevent being cheated and destroy’d by the prevailing 
Practice. Printed in London by Tim. Childe, at the 
White-Hart in St. Paul’s Church-yard 1703. It is a model 
of what is required. 

Dr. Pitt began by stating that both rich and poor “ are 
piliaged of all their substance in every sickness by the 
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excessive rates of their physic’”’. Two or three cheap 
remedies are mixed together and charged for at ten or 
twenty times their value. The public are warned against 
buying much advertised nostrums. 

“You covet the Treacle of Venice from the Merchant and 
you purchase the Goa stone from the forest hand. You have 
often been deceived in the operation of the physic thro’ great 
assurances of its wondrous efficacy.” 


He pours scorn on the expensive unethical Bezoar stone 
stated by its purveyors to be a certain cure for any form 
of poisoning and for any malignant distemper. He states 
that powdered oyster shells and crabs’ eyes are sold as 
the much vaunted powdered pearl, a substance stated “‘ to 
revive the blood as it pleases the eye ’ 

He criticises those physicians who 
“thrust into the stomach of their patients not only the most 
loathsom but the parts of animals which after death are void 
of all spirits or oyls and are a dry and inactive earth ’’—for 
example, powdered mummy and powdered viper—*‘ and what 
can you think will be the success from the use of the nest of a 
swallow or the cast-off skin of a serpent ?” 


Having dealt with unethical prescriptions, Dr. Pitt 
pleads for the rational use of drugs on a physiological basis 
(as far as he was able to at that time). When acid 
abounds in the stomach he advises the use of alkali pow- 
ders or alkali earths or animal parts calcined. Then follows 
a list of simples with their current prices: 

“In the following catalogue the herbs being mostly of 
english growth it is unnecessary to repeat the price but once 
for all to tell you that they are commonly sold for one penny 
or less the handful.” 

Here are some extracts from his price list: 

“ The Purgers: Manna at eight pence the ounce, the common 
dose is double that quantity and is the dearest medicine us’d in 
physic. Cassia fourpence the ounce. Aloes after it is prepared 
or cleansed with rose-water (or spring-water to as good purpose) 
is one penny the dose. Senna at six pence the ounce when taken 
in powder makes the dose less than one penny.” 

“* Jalap at one penny the dram makes three doses.” 

“The Laudanum pills of one or two grains are of the lowest 
value making the expence of two farthings.” 

** The Tincture of opium or liquid laudanum with Spirit of 
Wine or Canary are of the value of one shilling the ounce and 
of a penny the dose.” 

** Extract of the Bark is sixpence the dose.” 

““ You may place yourselves at the proper distance and cast 
your eyes upon all these instruments of Life. They are cheap 
enough to be given to the poor.” 


Then follows a list of about one hundred priced prescrip- 
tions: 

“« Millepedes, gum ammoniac, flower of benjamin, saffron 
powdered with balsam of Peru, made up into a mass of pills 
with common balsam of sulphur to be used in chronical 
and scrophulous cough. The dose may be valued at two 
pence.” 

“Purging Potion. Jalap root, powdered ginger, creme of 
tartar in white wine with syrup of buckthorn. Worth two pence 
besides the wine.” 

“The decoction of the Jesuit’s powder:—Two ounces of it 
to be boiled in three pints of water to a quart, with three drams 
of balsam of Tolu and half a dram of cochineal. This may cure 
the ague at the expence of two shillings.” 


Drugs may not have worked wonders in those days, but 


they were cheap. 
W. B. 





40 PERSONAL 


PAPERS-—CONGRESSES 


THE LANCET 





Personal Papers 





THE VISITING-LIST 

As others have done before, our medical dining-club 
at its February meeting discussed the future of general 
practice. We all have views on this (we are an enlightened 
lot); but perhaps it’s a bit late in the day to expect any 
very novel opinions on this familiar subject. What did 
startle us was a small collection of facts which came out 
almost accidentally near the end. After we’d been talking 
for some time about what practitioners do, and what they 
ought to do, someone turned to the family doctor who'd 
opened the proceedings and said: “* Tell us what you did 
today. What kind of patients did you see?” So he 
produced his visiting-list, and it surprised us. Since it may 
surprise others, I asked him for a copy of it, with his 
remarks as he gave them to us. Here it is: 

1. Varicose ulcer in a filthy man over 70. No hope of improv- 
ing the dirty house. 

2. Acute bronchitis—Woman of 74. Lives alone, dependent 
on neighbours. One hour’s domestic help daily. 

3. Aortic regurgitation.—Man over 70. Arteriosclerosis. 


4. Cerebral thrombosis.—Man over 80, nursed by wife also 
over 50 
5. Furuncle of ear.—Woman in great pain and distress. 
6. Carcinoma of vulva.—Recurrence after removal of vulva. 
Acute bronchitis in a middle-aged man with pulmonary 
tuberculosis. 


8. Tonsillitis in a child. 

9. Mumps in a middle-aged woman. 

10. Influenza in a young man. 

11. Hamatemesis in an imbecile. Uncooperative 
man, with spastic diplegia, treated at home. 

12. Lumbago in an Army officer. To be X-rayed. ( ? 
lesion. 

13. Loss of voice in a schoolgirl. Probably simple laryngitis, 
to be referred to E.N.T. specialist if no improvement in two 
weeks. 

14. Root pain from osteoporosis in a woman over 80. 

15. Hamorrhage in a young pregnant woman. Admitted to 
hospital with premature labour. 
finger following crush injury. 


young 


disc 


16. Gangrene of Woman 
over 8O. 

17. Acute bronchiolitis in two children. 

18. Acute bronchiolitis in a child. 

19. Acute bronchiolitis in a child. 

20. Secondary carcinoma of liver.—Resection of rectum three 
years ago. Ascites and cedema of feet. Difficult case to manage. 

21. Acute bronchiolitis in a child. 

22. Cardiac failure in a man of 79 looked after by his wife, 
herself a certifiable melancholic. 

23. Pain, from defective peripheral circulation, in a man of 
79. 

24. Antenatal examination. 

25. Incarcerated hernia in a woman over 80 with senile 
confusion. Reduction. 

26. Rheumatoid arthriti 
fibrillation. 

27. Sore throat.—A schoolgirl with pharyngitis. 

28. Hypertension and chronic bronchitis in a middle-aged man. 

29. Diphtheria mother could not 
bring him to surgery. 

30. Cut hand.—Man of 87 fell and cut his hand. 
stitches. 

31. Acute bronchiolitis in a child. 

32. Gastroenteritis in a baby—12 miles from the surgery. 

33. Laryngitis in a woman. 

Unusually heavy ? About average, he said, for the time 
of year—there are four doctors in the practice, with 
about 9000 National Health Service patients and three 


.—This woman also has auricular 


immunisation.—Child’s 


Five 


appointments: a garrison, a prison, and a factory. February 
saw the tail of an outbreak of bronchiolitis in young 
children, which accounts for 6 of those on the list. 

But of course what is chiefly striking about these 
patients is that so many of therm were old, that so many 
of them were gravely ill (having passed beyond hope of 
hospital cure), and that almost all were treated at home— 
the only one admitted to hospital being the young woman 
in premature labour, who had already been booked. 
Thanks to consultant opinions and the practitioners’ own 
free access to pathology and X-rays, there was a diagnosis 
in every case, and this must sometimes have reduced the 
need for admission. , 

I have never thought it true that the practitioner in 
this country is forced by circumstances into becoming no 
more than a clerk and certificator; and now I shall be 
rather more sceptical when people tell me that general 
practice concerns itself only with minor illness. You 
too perhaps ? F. 





Congresses 





FLOW OF BLOOD IN RELATION TO 
VESSEL WALL 

A MEETING, sponsored by the clinical research com- 
mittee of Charing Cross Hospital, to discuss the flow of 
blood in relation to the vessel wall, was held on June 13 at 
the Charing Cross Hospital Medical School. 

Opening the conference, Mr. N. C. LAKg, the chairman, 
said that it was the first ever devoted exclusively to hamorheo- 
logy. Although any addition to medical jargon was to be 
deplored the title “ heamorheology”’ was justified, for the 
subject was a vast one of rapidly increasing importance. 

Hamorheology is a term introduced by Copley ' and defined 
as covering “the deformation and flow—i.e., rheological— 
properties of cellular and plasmatic components of blood in 
macroscopic, microscopic and sub-microscopic dimensions and 
the rheological properties of vessel structure with which blood 
comes in direct contact ’’.) Extensions in cardiac and vascular 
surgery had raised fresh questions which demanded an answer, 
and the growing incidence of cerebral and cardiac vascular 
lesions presented new problems for the physicians. He then 
gave examples of the ways in which rheological studies might 
aid the clinician in his practical work, finally quoting from the 
preface to James Parkinson’s Essay on the Shaking Palsy (1817): 
“ That these friends to humanity and medical science, who 
have already unveiled to us many of the morbid processes by 
which health and life is abridged, might be excited to extend 
their researches to this malady, is much to be desired...” —a 
mandate to all research-workers. 

Dr. G. W. Scott Barr (Reading), a rheologist, surveyed 
work on the flow of suspensions through tubes with special 
reference to blood. He pointed out that during the past thirty 
years two groups of workers have been studying certain devia- 
tions from Poiseuille’s law of flow almost completely inde- 
pendently of each other. Particularly Fahreus and his school 
in Sweden have worked on blood, whereas many rheologists 
in quite other fields (e.g., paints, clays, plastics) have pursued 
independent investigations with no knowledge of blood. Only 
recently have the two lines of investigation converged, with 
much mutual benefit. 

Dr. A. L. Cop.ey (Medical Research Laboratories, Charing 
Cross Hospital) reported on studies of adherence and viscosity 
of blood, plasma, and serum in contact with surfaces foreign to 
blood and with fibrin surfaces. His investigations were based 
on the observations of the plasmatic zone in the living blood- 
vessel, already known to Malpighi in the 17th century but 


1. Copley, A. L. J. Colloid Set. 1952, 7, 323. 
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tudied experimentally by Poiseuille in the 1830s. He described 
experiments with two types of viscometer for studies of apparent 
viscosity and of adherence. The results depended on the 
nature of the surfaces, the temperature, the rates of shear, and 
other conditions. Since viscosity studies have been made in the 
past in glass tubes, his findings, especially on fibrin-coated 
tubes, appear of particular interest. According to his concept 


blood-vessels have a fine porous endoendothelial lining of 


fibrin, probably a calcium fibrinate, which is produced and 
maintained continuously throughout life. The existence of an 
immobile or nearly immobile layer would insure that micro- 
coagulation processes, such as fibrin deposition and fibrinolysis, 
as well as other reactions could take place undisturbed on the 
vessel wall. The widely divergent results from blood systems 
in contact with various surfaces emphasise the importance of 
knowledge of the nature of the inner lining of blood-vessels. 
The formation of an immobile layer along the wall of the tube 
through which the material is flowing, ‘* wall adherence,”’ has 
not hitherto been studied with blood systems. This adherent 
layer may be compared with the immobile portion of the 
marginal plasmatic zone in the living blood-vessel postulated 
by Poiseuille. From his studies on apparent viscosity and wall 
adherence, Dr. Copley concluded that the proposed endo- 
endothelial fibrin film may play a part in regulating the width 
of the immobile layer and constitute a major factor in aiding 
circulation by increasing the velocity of blood-flow. 

.Dr. P. H. STAPLE (Medical Research Laboratories, Charing 
Cross Hospital) presented a paper jointly with Dr. A. L. 
COPLEY on biomicroscopic observations of the plasmati¢ zone 
in the capillary beds of frogs and Syrian and Chinese hamsters. 
These workers have developed a new method for producing 
graded variations in the velocity of blood-flow in small vessels. 
This method enabled many of Poiseuille’s observations to be 
confirmed for the first time. Furthermore, by the injection of 
graphite suspensions or of a dye, they were able to establish 
in the capillary bed of the Chinese hamster’s cheek pouch the 
existence of an immobile layer in contact with the vessel wall 
as predicted by Poiseuille for blood flowing in vivo. 

Dr. G. W. Scott BLAIR opened the discussion on the 
rheological interpretations of the foregoing papers. He dis- 
cussed the meaning to be attached to the term “ viscosity ”’ in 
blood systems. He saw no objection to defining viscosity as 
shear stress divided by rate of shear, even when this ratio is not 
constant, provided that this fact is specifically stated. 

Prof. K. WEISSENBERG (Cambridge), a rheologist, discussed 
the many possible kinds of turbulence and of dilatancy, both of 
which phenomena have been observed in flowing blood. He also 
stressed the very large number of possible anomalies of flow. 

Other speakers pointed out that the presence of adherent 
layers found behind a column flowing down a tilted tube do not 
necessarily prove the existence of such layers in full tubes. 
In reply, Dr. CopLey pointed out that the in-vivo evidence 
was, in itself, conclusive. 

Prof. M. H. Knise_y (Charleston, U.S.A.) read a paper on 
observations of the settling of blood-cell masses to the lower 
sides of vessels of animals and men during pathologic condi- 
tions, which was illustrated by a colour motion picturc, taken 
through a horizontally aimed microscope. This most fascinating 
film showed clearly that there was a pronounced gravitational 
settlement of red cells in vivo, so that of two vertically disposed 
branches of a vessel the upper might contain pure plasma while 
the lower was choked by a mass of cells. This novel observa- 
tion, which demands further study, has important pathological 
implications. Professor Knisely claimed that in some cases it 
seemed most probable that blood-cell masses settle in great 
numbers and become stationary long before the death of the 
subject, which they help to cause. 

In closing the meeting, the CHAIRMAN said that he was 
delighted that so many participants from all over the country 
and some from abroad had attended. He expressed the hope 
that further meetings on hemorheology would be organised in 
other centres. 

The rheological aspects of the conference are to be reported in 
Nature 
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A Running Commentary by Peripatetic Correspondents 


WELL, it’s all over at last and we’re back to normal. There 
were those of us, mind you, that actually enjoyed the bus 
strike, and we’re a bit sad to have these great red bloated 
monsters edging us over the white line as in days of yore. No 
longer can we pull up our saloon at bus stops and see it filled 
delightfully with typists, models, apprentice actresses, or, 
earlier in the day, charwomen, keeping a score of Cars They 
Have Ridden In, who proudly told us of the Rolls with 
chauffeur that took no less than 12 of them right into the City. 
My holiest load was a Sister of Mercy hotfoot with Inj. 
Streptomycin, who packed her voluminous robes into the 
front seat and, for some inexplicable reason, a small roll of 
lino in the back (for some ceremonial purpose ?). Such was her 
aura of sanctity that I found myself three miles off my road 
at her destination without quite realising it: but she did invite 
me back to her mission for coffee. Now the strike is over, 
to offer a lift, though in all Christian charity, might be inter- 
preted as carrying a dark nefarious purpose: folk that last week 
wrestled with each other to squeeze in at my rear door would 
now fly screaming and dial 999. 

I’m afraid of these buses now, too. Will the animosity 
towards private lift-givers, built up over the weeks, lead some 
irascible busman to ram his livid half-inch armour-plated giant 
into my frail craft ? Perhaps I should buy a pair of spectacles 
and try to look like Mr. Cousins. And another thing—I’ve 
lost a good excuse for being late: It’s a peculiarity of mine that 
my “ psychostat ”’ is set just five minutes after everyone else’s, 
which means stumbling over knees at lectures and creeping 
silently into ward rounds behind the treatment trolley. With 
the magic words “ No bus ” all was forgiven; if they knew I 
had a car the password was “shocking jam”. Now I’ve 
got to fall back on sand in the carburettor and the kids 
being ill. 

But, then, I must stop thinking hard thoughts about the 
busmen, bless them; after all, don’t J have a pay dispute coming 


up any day now ? 
a7 > * 


I had been admitted for what is euphemistically called a 
minor operation, and I could not have been better looked after. 
The surgeon was skilful, attentive, and kind, Sister was charm- 
ing, her nurses highly decorative. 

The little staff nurse was particularly sWeet, but we had a 
few moments of difficulty when she brought me my first meal 
in hospital; it was the usual assortment of meat and vegetables 
and I was just about to start when she returned, in some 
confusion. “‘ I’m sorry,’”’ she said, ‘ but I’m afraid I shall 
have to take that away again, you’re not supposed to be eating 
it—after all, you are a hemorrhoid, aren’t you?” 

Thus, in later years, do we flinch once again under the terms 
of abuse of our student days; time alters many things but, 
clearly, to the perceptive observer, character—despite added 
weight and dignity—does not change. 


* * * 


Queueing for the gallery to see the Moscow Arts Theatre 
was an entertainment in itself. A pleasant, moderately shabby 
man who joined the queue just behind us started a conversa- 
tion at once, as though we were old friends. We kept our end 
up pretty well for a time, but quickly got out of our depth as it 
became evident that he spent every evening of the week in 
queues and had seen everything in London worth mentioning, 
as soon as it opened, for several years back. I wondered how he 
earned his living; teaching in a progressive school, perhaps, or 
could he be a “ resting’ actor? Two hardbitten, theatrically 
orientated women behind him entered the discussion uninvited 
and completed our annihilation. Respectable middle-aged 
women in correct hats, with the calmly patient expressions of 
housewi"es inured to queueing, rubbed shoulders with flighty 
young creatures who darted out of line at intervals to chatter 
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gaily to friends up or down the queue. One of the latter, her 
bare feet thrust into sandals consisting of a strip of white 
leather attached precariously to a sole, had toenails painted 
startling white to match her skirt. Young couples in grubby 
jeans and shapeless sweaters, the girls mostly without make-up 
and with hair uncombed, stood seriously waiting, sometimes 
reading, or eating sandwiches out of battered, grimy shopping 
bags. Arty girls in clean, brightly-coloured sailcloth trousers, 
wearing dazzling make-up and exotic hair-styles, eyed with 
faint contempt the nice young teachers dressed in flowered 
summer frocks and engaged in earnest, clear-voiced conversa- 
tion. A tweedy man who was reading the play of the evening in 
Russian discoursed on it in a voice unmistakably English to his 
companion, who was also English and tweedy. The sound of 
elderly foreign voices recalling the Moscow Arts Theatre of 
many years ago mingled with the bored tones of slightly 
supercilious bowler-hatted youths talking about nothing in 
particular. Soon small boys from nearby flats casually took up 
positions near the queuers who happened to be eating, and 
occasionally turned cartwheels or terrorised each other in the 
intervals when they were not hopefully rushing to open the 
doors of taxis arriving at the stalls entrance. An air of 
expectancy was heightened by the cheerful, bent little man 
selling souvenir programmes with a maximum of sales-talk. 

We did not see any obvious doctors in the queue. I wonder 
what we looked like ourselves ? 

. * * 


In our hospital N.A.D., I.D.K., M.S.U., and other concise con- 
tractions help us in the labour of form-filling. Now I’ve met 
the giant of abbreviations, acromegalic and ponderous in its 
proportions. The X-ray request card simply read as follows: 
“ F.H.N.H.1.U.D.?”? What could it mean? “ Frightened hectic 
nurse has injured upper denture?” No. “ Foetal heart not 
heard. Intra-uterine death ? ” 


A youngish woman came to me about a compensation claim. 
She had given up work as a waitress some months ago and had 
just been taken on in a new job, for which she was to receive a 
course of special training which would last for one week. She 
would then become a cosmetic consultant. Evidently there are 
no registrar problems in the beauty parlours. 


GAY NIGHT IN A G.P.’s LIFE 
1 p.M.—Receive request to visit Mrs. J. in her home 

11.30 p.M.—Visited Mrs. J., who has lately arrived from West 
Indies. Diagnosed acute appendicitis and advised removal to hos- 
pital and made necessary arrangements with E.B.S. 

MIDNIGHT.—Went to bed 

1.50 a.M.—E.B.S. rang to say they had been advised by ambulance 
team that mother refused to go to hospital unless her baby went with 
her and they believed the baby to be only 3 weeks old. I advised 
E.B.S. that baby was nearly 4 months old and could safely be left 
at home 

2 a.M.—E.B.S. rang again to say that hospital would not admit the 
baby. I asked them to try other hospitals. 

2.15 a.M.—E.B.S. rang again and asked me to call again at patient’s 
house to sort things out 

2.25 A.M.—Arrive at patient’s house again. Baby was 15 weeks old, 
but apparently there was no-one left at home during day to look after 
it. I drove to local hospital but could not persuade them to alter their 
minds about admitting baby. Returned home, rang another hospital 
who agreed to admit mother and baby. I advised E.B.S. of this and 
I returned to bed 

4.15 a.M.—Hospital rang to advise me that Mrs. J. had taken her 
discharge almost immediately after admission as (a) she felt better, 
and (6) an immediate operation was not to be performed. I took no 
further action 

6.30 a.M.—Night bell rang 
He told me his wife was much worse and in great pain 
arrange readmittance to hospital. This I did. 


At front door was Mrs. J.’s husband. 
Would I 


9 a.M.—Start day’s work. 
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N.H.S. STAFF COLLEGE 

S1r,—No amount of legislation or official exhortation 
can of itself bring together in harmony the three parts of 
our Health Service. 

The fullest personal exchange of views at all levels 
would produce results beneficial to the family doctor, 
the hospital staff, and the medical officer of health, and 
through them to the patient. 

Both industry and many of the leading professions find 
it advisable to establish central training and liaison units. 
There are staff colleges for the four Defence Services, for 
bankers, Civil Servants, hospital administrators, and 
even for trade unionists. 

Is it not now time to set up a National Health Service 
Staff College where every sort of problem could be 
examined dispassionately ? Not only the formal aspect 
of the work but also the private discussions which follow 
give value to this form of conjoined study. 

W. S. PARKER 


Health Department, 
Medical Officer of Health 


Brighton. 
TIME AND THE NURSE 

S1r,—Last year you said: “If hospitals were to make it 
the rule that temperature, pulse-rate, and respiration-rate 
were to be recorded only if specifically requested by the 
clinician, nurses would have more time for more important 
techniques, and their proper work of nursing the sick.”’! 
When a “ hospital ’’ makes a “ rule” of this sort, who is 
the “ hospital’ ? I have been told that in some hospitals 
your practical suggestion is difficult to put into effect 
because the medical committees are reluctant to agree to it. 

Although your suggestion would save much time, its 
implementation would probably be made easier if it could be 
demonstrated, in a manner acceptable to medical and to nursing 
committees alike, not only that routine temperature, pulse-rate, 
and respiration-rate recordings are of little value but also that 
the dropping of them is, as you imply, to the advantage of 
patients as well as nurses. No real nurse would wish to save 
time in this way if the patient were to suffer. 

Secondly, there are legal considerations: would the abolition 
of this routine mean that the ward-sister must accept legal 
responsibility for failing to take the recordings exceptionally on 
her own initiative ? If so, routine might prove a cheap form of 
insurance. 

Thirdly, what would be the effe-t on the patient public ? 
Maybe many feel that this routine procedure provides an 
important opportunity for regular personal contact between 
patient and nurse; what other regular opportunities are 
envisaged in the “ proper work of nursing the sick ” to which 
you refer ? 

An important time-saving suggestion of this nature 
merits thorough investigation. 
Department of Health Education, 
Battersea College of Technology, 
London, S.W.11 

TOXAMIA IN PREGNANCY 

S1r,—I have read Professor Platt’s criticism (June 14) 
of the account (June 7, p. 1235) of the new film on this 
subject. In quoting one part of your account he has failed 
to appreciate what is clearly stated in another part—that 
the film was made expressly for the education of expectant 
mothers, and, I might add, not for members of the 
medical profession. 

In illustrating the various types of women which he 
mentions—namely, Mrs. Stout, Mrs. Pale, and Mrs. 


1. Lancet, 1957, ii, 1103. 


M. H. OUSELEY. 
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Weary—I think it will be appreciated that these people 
are putting an abnormal strain on their bodily functions 
during pregnancy. By typifying these women in the film, 
it is hoped that the expectant mothers will, by their 
cooperation with their medical advisers, remove these 
factors of overweight, anemia, malnutrition, and fatigue 
which hasten the onset of toxemia in susceptible subjects. 

I speak as a practical obstetrician dealing more with 
people than with statistics and theories, and also as 
obstetric adviser to the film_in question. I believe that 
there is very little substance in Professor Platt’s criticism, 
when related to the purpose of the film. For one who is 
an ardent follower of scientific truth, it is strange that 
Professor Platt should criticise a film which he has never 
seen, and of which he has read only a brief account. 
Nevertheless, I look forward to spending a pleasant half- 
hour with him, showing him the film, and providing some 
relevant references. 


Kent and Canterbury Hospital, 
Canterbury 


JEAN R. C. BURTON-BROWN. 


ACQUIRED OSTEOGENESIS IMPERFECTA ? 


Str,—Dr. Koumans in his letter last week says that his 
case of osteogenesis imperfecta had a total blood-protein 
of 6-8 mg. per 100 ml., improving later to 7-2 mg. per 
100 ml. The best people have values of about a thousand 
times this amount. That is the worst of this infernal 
decimal system. Who was it that called it “‘ those damned 
dots! ”’ ? 
London, N.W.3 J. W. SHACKLE. 


GRAVITATIONAL LEG ULCERS IN THE ELDERLY 

Sir,—Dr. Rivlin is to be congratulated on his very 
practical article last week. He rightly stresses the import- 
ance of the history, for we often depend on this to deter- 
mine whether the ulcer is varicose or post-thrombotic. As 
he points out, the distinction is useful as it affects treatment 
and prognosis. 

Dr. Rivlin classified 75°, of his series of 200 patients as 
having varicose ulcers and 15°, as post-thrombotic. The 
proportion of varicose ulcers is greater than that found by many 
workers in recent years, and one wonders whether the name 
of his clinic attracts a larger number with varicose veins than 
does a general-hospital clinic dealing primarily with leg ulcers. 
Certainly in my own series the proportions are very different. 
Of 1676 patients with “ venous ”’ leg ulcers (i.e., excluding 
those resulting from arthritis, arterial disease, or other condi- 
tions) 1172 (69-9°.,) gave a clear history of thrombophlebitis 
of the lower limb with much edema. The’ thrombophlebitis 
had been associated with various conditions—post-partum 283, 
injury to the leg 282, unknown causes 154, medical illness 94, 
fractured leg 79, ante-partum 70, treatment of varicose veins 
usually injections) 70, operation (not on the leg) 61, infection 
of the leg 37, burns of the leg 27, operation on the leg 15. 
There were in addition 266 patients with no definite history 
but whose ulcers were probably post-thrombotic. 

It would have been interesting to have had Dr. Rivlin’s 
views on arterial factors, especially in the 93 patients over 
the age of 60. There seems little doubt that arteriosclerosis 
or hypertension or both may play an important part in the 
ztiology of gravitational ulcers. 

I have not calculated the statistical significance of Dr. 
Rivlin’s figures showing the results of treatment, but 
wonder whether there is any significant difference between 
the varicose and post-thrombotic groups. A factor of great 
importance in the rate of healing is the chronicity of the 
ulceration before treatment is started. 

S. T. ANNING. 


Leeds. 


PHYSICAL CHANGES IN THE PROLAPSED DISC 

S1r,—Your correspondents Mr. Bonnin (June 28), Mr. 
Hendry (June 21), and Mr. MacKenzie (June 21) are 
satisfied that the phenomena we attribute to disorders of 
the disc can be fully explained by mechanical injuries 
superimposed on the process of desiccation in disc 
degeneration. They find it unnecessary to invoke any 
other mechanism such as I have postulated in a transient 
phase of raised internal disc tension. It is easy to explain 
chronic backache by disc desiccation and to explain some 
attacks of lumbago and sciatica by analogy with the dis- 
placement of a torn meniscus in the knee, but there are 
other aspects which seem to me to demand a more subtle 
explanation. 

Compare, for instance, the quality of the pain of lumbago 
with the quality of the pain when a patient displaces a cartilage 
in the knee. After the first twenty-four hours a “ locked ” knee 
ceases to cause spontaneous pain and is painful only if the 
patient fails to rest the limb. By contrast a severe attack of 
lumbago will cause spontaneous agony for two or three weeks 
and resist bed rest and even injections of morphine. This 
persistent spontaneous pain is unlike the response of the body 
to a simple mechanical displacement, because skeletal tissues 
rapidly adapt to a displaced fragment and pain will disappear 
though it will return if function is demanded of the part. It 
seems to me that the persistent agony of a severe attack of 
lumbago is more like the pain caused by raised tension inside 
cavities which resist distension, An alveolar abscess or a boil 
in the external auditory meatus causes pain which persists in 
a way which could not be imitated by inserting a solid object 
of the same shape and size as the bead of pus, because the 
tissues which were stretched by the solid object would adapt 
themselves and only a fluid mechanism capable of continued 
expansion could maintain the tension and so maintain the pain. 
One of the most painful complications in orthopedic surgery 
is a postoperative haemarthrosis after meniscectomy; if bleeding 
from a small artery fills the closed cavity of the knee-joint with 
blood under tension the postoperative pain is so severe that no 
amount of morphine will render the patient completely com- 
fortable nor will any position of the limb afford relief, and this 
condition will persist until the tension is relieved. 

One of the most surprising things about acute lumbago is 
that the amount of pain does not seem to be proportional to the 
amount of organic change visible in the disc. It is possible for 
a patient to have a violent attack of lumbagé in early adult life 
and thereafter to have attacks for twenty years without the 
vertebral bodies adjacent to the disc showing any of the changes 
we associate with degeneration of the annulus, loss of elasticity, 
or failure of the hydraulic mechanics of the disc. I find it 
difficult to explain how a young man can quickly recover 
athletic perfection after a prostrating attack of acute lumbago 
if the process is merely a degeneration of the annulus leaving 
this structure capable of rupture by forces which would not 
damage a normal disc. Would not a: young athlete with a 
degenerate annulus be permanently debarred from sport ? 

Like a number of other surgeons ten or twelve years ago I 
used to explore cases of acute lumbago on the theory that these 
were caused by protrusions which had emerged in positions 
such as the midline where a nerve-root was not directly involved 
to give the picture which otherwise would be sciatica. We 
rarely found convincing protrusions in these cases, but what is 
cogent to the present argument is that the material removed 
appeared more often to be normal than to be fibrous and stringy. 

I agree with the comment in your annotation of June 7 
that one of the difficulties in accepting the hypothesis of 
raised disc tension is that I have never observed swollen 
and gelatinous disc tissue at operation. I do not think that 
this is an insuperable obstacle to the theory, because the 
disc is contained inside a tough casing and the pressure 
can rise isometrically, without the volume increasing very 
much. In my experiments using the cadaveric disc the 
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volume of mercury displaced by the swelling disc to record 
a pressure of 150 mm. Hg was only about 70 c.mm. but the 
volume of the disc was about 6000 c.mm. It is hardly to be 
expected that this small amount of swelling would produce 
visible cedema. 


University Department of Orthopedic 
Surgery, Royal Infirmary, 
Manchester, 13 


JOHN CHARNLEY. 


BILIARY VESICULAR STASIS 

Str,—I am delighted to see, in Mr. Dudfield Rose’s 
article last week, a more critical attitude towards biliary 
surgery, as with modern methods of investigation the time 
has long passed when blind cholecystectomy should be 
performed for obvious or presumed diseases of the biliary 
tract. 

I have no personal experience of manometry, which is 
especially popular with French surgeons. However, serial 
cholecystograms and especially operative cholangiography are 
imperative in order to reveal conditions which might otherwise 
be overlooked. Operative cholangiography is a simple and often 
illuminating procedure, which I have used in over 1000 cases, 
and I regard it as an essential investigation in an elective 
cholecystectomy.' 

Mr. Rose emphasises that reflex spasm of the sphincter of 
Oddi is a clinical entity, but he does not mention that a patho- 
logical appendix can cause reflex hypertonic vesicular stasis, 
and in early cases—i.¢., before the muscle becomes fibrotic— 
biliary symptoms disappear after appendicectomy. 

Owing to the disappointing results of blind cholecystec- 
tomy no investigation should be omitted which may help 
in unravelling the complex conditions which affect the 
biliary tract, and “repeat’’ operations are not only 
disappointing to the patient, but are likely to tax the skill 
and patience of any surgeon. 


London, W.1 McNEILL Love. 


THE OUTPATIENT DEPARTMENT 

Str,—I was glad to see your annotation of May 10, 
and I agree with Dr. Emslie and Dr. Fry. 

To Dr. Fry’s three main roles of the outpatient depart- 
ment—consultation, diagnostic, special investigation and 
treatment centre—I would add a fourth: that of teaching 
centre for undergraduates and postgraduates, as illus- 
trated in a contribution to the Widdicombe File *? some 
years ago. 

As you remark, much capital needs to be devoted to 
improving the outpatient department, but there is another 
no less urgent investment, and that is in men. The 
outpatient department requires no less adequate staffing 
than the ward. Greater good would be done to more 
patients if the best physicians spent more time in out- 
patients, where there is the greater challenge, and less 
time at the bedside. 

Seven years ago the Hadassah Medical Organisation 
inaugurated Medical Outpatient Department C, staffed by 
full-time physicians. In this unit, 18,000 patients have been 
treated. There are 2000 visits a month, including 200 by new 
patients. 12 patients a month are referred for medical 
admission and 5 more patients to the surgical wards. Many 
patients are saved the need of hospital beds, and patients who 
cannot be admitted, or who refuse admission, are often able to 
get essential treatment in outpatients. Undergraduates and 
postgraduates find there a representative cross-section of the 
world of practice. There are also special problems, such as how 
to treat patients living in bad environments, and how best to 
supplement the training of younger doctors in the outpatient 
department. 


1. Love, McN. Brit. J. Surg. 1952, 40, 161 
2. Lancet, 1954, ii, 420 


Outpatient work of a high standard requires: (1) physicians 
whose first interest is in the patient; (2) time to listen and to 
examine and to answer the patient (which means adequate 
staffing) ; (3) consultative services in the specialties ; (4) labora- 
tory and radiological services; (5) good records and records 
office ; (6) recovery-observation beds; (7) research work based 
on the outpatient. 

The success and prestige of an outpatient department depend 
on the active presence of senior staff and their encouragement 
by the administration and, im a teaching hospital, by the 
Faculty. 

A good outpatient department is an expensive under- 
taking, but without it health services cannot be run 
economically, efficiently, or humanely. 


Mayer de Rothschild > . 
Hadassah University Hospital, Ei Davis 
Jerusalem Chief, Medical Outpatient Clinic C 


TIME AND THE NERVOUS SYSTEM 

S1r,—I fully sympathise with Professor Russ’s difficulty 
(expressed in his letter last week) in grasping “ Professor 
Woodger’s definition of Time ” because there is no such 
thing, and the non-existent is notoriously difficult to grasp. 
Let us hope that there will always be no such thing. What 
was offered was a definition of “‘ clock ’—which is quite 
a different matter. Confusing “‘ time ”’ with “ clock ”’ is 
like confusing “ space ”’ with “‘ foot-rule ”’. 

I was glad to see Professor Russ’s reference to Robb, 
because Robb’s work has been sadly neglected—perhaps 
because it appeared (if memory fails me not) at the beginning 
of the first world war. But it does not do Robb justice to say 
that “ he proposed that Time is simply a matter of ‘ before’ 
and ‘after’”’’. What he did was to construct axiomatically a 
theory of spatiotemporal relations which he called the theory 
of Conical Order. In this he introduced the notion of after in 
time as an undefined notion. In my first attempt to use the 
axiomatic method in biology (1937) I used before in time as an 
undefined notion. If you have either of these the other can be 
defined as its converse. Surely before and after are not attri- 
butes as Professor Russ calls them but relations; and in that 
case what can it mean to speak of “ the span between them ” ? 
It is only the terms which stand in these relations to one 
another that can have (some of them) a span between them, and 
that span is itself a term in the relation. 


Department of Biology, Middlesex Hospital 
Medical School, London, W.1. 


J. H. Woopcer. 
THE PLACE OF HUMAN BIOLOGY IN 
MEDICAL EDUCATION 

Str,—I am bound to agree with Dr. Scott (June 21) 
that Dr. Tanner’s suggested preclinical curriculum 
(June 7) seems rather long and rather diffuse. And I agree 
with Dr. Scott again that much of our present trouble can 
be traced to the unreal and misleading separation of 
anatomy, physiology, and pathology. As he says, the 
important thing is that anatomy and physiology should be 
understood, not merely memorised. They cannot really 
be understood in isolation from one another; nor can 
pathology be understood in isolation from physiology and 
anatomy. 

A similar attitude should in my opinion be adopted towards 
physics, chemistry, and biology. I do not think that the student 
will “for all practical purposes...have done enough at 
school”. He may have done enough to gain exemption from 
lst M.B., but he will not have done enough to understand these 
subjects and their bearing on his later studies. Just as Dr. Scott 
recommends that anatomy and pathology should run through 
the whole curriculum and on into postgraduate work, so should 
our knowledge and understanding of the basic sciences be 
enlarged by constant references to them throughout our work- 
ing lives. Thus we may better understand what we are trying 
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to do in the course of our medical practice. Thus we can move 
more and more towards scientific medicine and away from 
empiricism. (There should be no more need than there is at 
present to introduce a course of instruction on the humanist 
aspect of our work. 

Perhaps I should add that I write in all humility as one who 
daily regrets his lack of grasp of the subjects he “ learnt ”’ for 
Ist and 2nd M.B. 

How right Dr. Scott is about teaching! The art of 
great teaching must certainly be restored to its proper 
place. But there are not many great teachers, and they 
stand out under all circumstances. It is also important 
that those who like teaching should be encouraged to do 
it, and that teaching should not be regarded as a chore but 
as one of the highest of human activities. 


Department of Morbid Anatomy, 
Paddington General Hospital, 
London, W 


R. R. WILSON. 


COLOURED TABLETS 

S1r,—Mr. Grainger (June 21) must be aware that green 
tablets, which are seventh on his list of degree of attrac- 
tion to children, have been far and away the most frequent 
cause of accident—lI refer to the green tablets of ferrous 
sulphate. 

Surely Mr. Grainger is being less than fair to the 
British Pharmacopceia Commission in his second’ para- 
graph. The statement in the introduction to the B.P. 1958 
on the use of colour in tablets is as follows: 

“ Permission has been given in a limited number of monographs 
on tablets for the addition of a suitable colouring agent to the coating 
because unfortunately uncoloured tablets have not been made 
available.” 

This permission in any case applies only to a few coated 
tablets and not to the majority of tablets contained in the 
B.P. 


Ciba Laboratories Ltd., 
Horsham, Sussex 


A. CHAMINGS. 


PREMEDICATION FOR OUTPATIENT 
ELECTROCONVULSION THERAPY 

S1r,—Dr. Collard’s letter of June 21 is of interest at this 
time when we are concerned in making electroplexy as 
safe a procedure as possible. 

In my limited experience of both general-hospital and 
mental-hospital practice, I have found that resistance 
among patients to pretreatment usually responds to simple 
explanation and sympathetic reassurance. 

Before recommending premedication in addition to 
thiopentone and relaxants it might be worth while bearing 
in mind certain points which Dr. Collard does not 
mention: 

(a) That cumulative and/or synergistic effects of pre- 
medication plus thiopentone and relaxants might be expected 
to cause an increase of respiratory depression and postconvulsive 
apnea. 

(6) That there might perhaps be an increased number of sub- 
shocks received by the patients, which in themselves, although 
not harmful, might necessitate either stepping up the voltage 
or a greater number of attendances for the patient in order to 
produce satisfactory remission, and in the event of increasing 
the voltage, the possibility of neuronal damage being produced 
in some patients—e.g., recurrent endogenous depressives— 
who may require several courses of treatment. 

(c) Whether premedication diminishes postconvulsive con- 
fusion, which in my experience is complained of more by 
patients than pretreatment anxiety. 

In view of the fact that the use of thiopentone and 
relaxant drugs for electroplexy has been associated with an 
increase of mortality, it is desirable to adopt a critical 


attitude towards the addition of what may be a further risk 
to the patient, unless the results of properly controlled 
experiments show otherwise. 


St. James’s Hospital, 
Leeds. 


MARSHALL FRIEZE. 


NEW LIGHT ON MOLLUSCUM SEBACEUM 

SIR,—May I be allowed to comment on your interesting 
leading article of June 7? The red margin of the lip is a 
site on which these tumours may arise, though the idea 
that they can occur here had been resisted by those who 
believed in the pilosebaceous origin. Since I published 
my first case,' “‘ kerato-acanthoma of the lower-lip red 
margin ”’, I have collected others. Spontaneous regression 
was noted and shown in the published photographs, and 
was complete. To fit in with the theory of origin the red 
margin of the lip should contain pilosebaceous follicles. 
According to the anatomists the lips, though hairless, may 
contain sebaceous glands. Do these show cyclical activity ? 
Cambridge. C. HOWARD WHITTLE. 

ANAESTHESIA FOR THE EMPHYSEMATOUS 

S1r,—In your annotation of June 14 you discuss the 
special difficulties of anesthesia in the presence of 
respiratory insufficiency and state: 

“Unfortunately there is as yet no simple way of estimating the 
gas tensions of arterial blood; but, if metabolic alkalosis can be 
excluded, the serum-bicarbonate content of venous blood will 
indicate whether or not carbon-dioxide retention is present.” 

In our experience this simple test may be seriously mis- 
leading if given the interpretation you suggest. In the accom- 
panying table we give the blood-gas findings in four patients 
suffering from moderate to very severe CO, retention following 
anzsthesia and surgery. 


Plasma Blood 
Case Time Tr.cCoO, , H.CO, pco, 
(mM (mM pH (mm Or ay 
perl per 1) Hg.) » 
1 Immediately 
postop. 30-8 28-3 7-15 83 93 
2 Immediately 
preop 37-0 34:8 7-29 75 70 
Postop. 34-9 30°5 6°94 147 85 
3 Postop. 24:1 20-0 632 137 42 
4 3 hr. postop. 30°4 26-4 6°92 133 90 


Of these patients, cases 1, 3, and 4 almost certainly had 
normal electrolytes and blood-gas tensions before operation. 
Despite severe CO, retention their plasma-T.CO, and bicar- 
bonate levels remained within the normal range. Case 2 had 
emphysema and elevated T.CO, before operation. Post- 
operatively the T.CO, had fallen slightly. This was not 
associated with improvement in the CO, retention but with 
serious aggravation of it. 

The reason why the plasma-T.CO, fails to rise to the levels 
expected in severe CO, retention is that anzsthesia itself, 
especially if there is anoxemia, is associated with metabolic 
acidosis which depresses the level of plasma bicarbonate. The 
resulting level of plasma-T.CO, is therefore a balance between 
two influences working in opposite directions. 

This problem cannot be resolved by making one 
measurement on blood. Two measurements are necessary: 
the blood-pH and the plasma-T.CO,. The former 
estimation car be done in a few minutes with modern 
techniques, and therefore we suggest that your final 
sentence should have read: ‘‘Few will dispute that facilities 
for determining the blood-pH and plasma-T.CO, level 
should nowadays be available to the anesthetist.” 

VicToR WYNN 
DAVID BROOKS. 


Surgical Unit, 
St. Mary’s Hospital, 
London, W.2. 


1. Lancet, 1957, i, 1019. 
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HOOKWORM AND ANAEMIA 

Str,—Dr. Meiklejohn and Dr. Passmore (April 19) 
suggest that diet is the main factor in the anemia associated 
for so long with hookworm infestation in the tropics. I 
would agree with Sir Philip Manson-Bahr (May 3) that 
diet has little if anything to do with the anamia. 

Among tea-garden labour in Assam we see a good deal 
of anemia even though the malarial type is now almost 
extinct. When patients who are investigated and found to 
have hookworm infestation alone are treated for this the 
improvement is dramatic with no alteration in diet; and 
they are indeed treated as outpatients so that there can 
be no change. 

As regards the financing of further research, I would 
point out that the Indian Tea Association financed a long 
and extensive survey carried out by Dr. Foy and Dr. 
Kondi in 1955 on the causes of anemia in Assam, and 
their conclusions coincided with the less expert opinion 
of the tea-garden doctors: that is, that hookworm was one 
of the causes, be it only one, of the many that are found in 
this area. 

Penieole P.O., Accom D. A. H. MCNAUGHT. 
EFFECT OF PREDNISOLONE ON VITAMIN-B,, 
ABSORPTION IN PERNICIOUS ANA:MIA 

S1r,—While studying lactic dehydrogenase (LD) activity 
in various forms of megaloblastic anemia, I came across 
the interesting paper by Doig et al.' on the response of 
megaloblastic anzmias to prednisolone. I have now 
observed that vitamin B,, not only causes hematological 
remission but also restores to normal the increased LD 
values found in pernicious anemia. Later, I found that 
the LD activity also responded to prednisolone. 

Four cases were studied: two patients with pernicious 
anzmia in relapse, one with pernicious anzmia in remission, 
and one non-anzmic patient who had had a total gastrectomy 
for peptic ulcer. The results were as follows (the oral dose of 
B,, given in the Schilling test was 1 ug. B,,-*°Co, and an excre- 


tion of 2°5°,, has been regarded as the upper limit in pernicious 
anzmia): 
Schilling test 
Prednisolone 
After discontinued, B,> 
Condition predmsolone given parenterally 
Pernicious anzmia in relapse 8-8 7% 
Pernicious anzmia in relapse 86°, 3-9%,, later 3-1% 
Before After 
predmsolone predmsolone 
Pernicious anzmia in remission 0-1% 28% 
03% 0-4", 


Total gastrectomy 

Thus, in two patients with pernicious anemia, who showed 
improvement of the blood-picture and restoration of the bone- 
marrow to normal after prednisolone therapy (30 mg. daily for 
21 days), the Schilling test values also became almost normal. 
When the effect of the prednisolone had subsided and adequate 
antianzmic therapy had been instituted, the Schilling values 
fell below normal. In the first case a fecal excretion test (oral 
dose 1 ug. B,,-*°Co) showed practically normal values (62°8°%, ) 
after prednisolone. 

In the third case (pernicious anemia in remission), where 
the response to the Schilling test was much decreased before 
prednisolone therapy (30 mg. daily for 7 days), a significantly 
increased value was obtained after prednisolone. By contrast, 
the patient who had had a total gastrectomy did not respond 
to prednisolone, as revealed by the Schilling test. 

These preliminary results suggest that the remission 
that follows the giving of prednisolone is due to increased 
absorption of vitamin B,,, which in turn may be attribut- 
able to an increase in the production of intrinsic factor 
caused by the prednisolone. [t should be emphasised that 


Lancet, 


1. Doig, A., Girdwood, R. H., Duthie, J. J. R., Knox J. D. E. 
1957, ii, 966 


the absence of a response in the gastrectomised patient 
points in the same direction, since in this case cells 
capable of producing intrinsic factor were lacking. 

In both cases of manifest pernicious anemia responding 
to prednisolone, there was a definite rise in the micro- 
biological serum-B,, level during prednisolone therapy 
(63 to 125 wug. per ml. and 46 to 134 uug. per ml., 
respectively). This also supports the assumption that the 
remission may have been due to absorption of small 
amounts of vitamin B,, from the intestine. 


Fourth Medical University Clinic, 
Maria Hospital, 


Helsingfors, Finland. RUBEN GORDIN. 


“A BARE BODKIN” 

S1r,—Francis Bacon said that “death will not be 
denied ”’; William Hunter commented, “‘ How easy and 
pleasant a thing it is to die”; and Hamlet’s famous 
soliloquy refers to the simplicity with which life can be 
ended. I believe that some articles, such as those of 
Bedford,'? give, perhaps, an unnecessarily gloomy view 
of the capacity of the human body, however aged, to 
withstand “the thousand natural shocks That flesh is heir 
to”. The following case is reported in support of this 
thesis, and because complete recovery from a number of 
severe cardiovascular accidents at the age of 92 is worthy 
of record. 

The patient was a farmer who, at the ripe age of 92, was 
admitted to hospital under the care of my colleague, Dr. 
J. Charles Shee, on May 19, 1957, following a severe hama- 
temesis, for which he received transfusions amounting to 
8 pints of blood in the first instance. He had been most unwill- 
ing to enter hospital for treatment, as he had never been ill 
before, and felt that he would recover more quickly at home on 
his farm in the bush. Surgical opinion was not sought at this 
time, since his doctor did not think that surgery was likely to be 
helpful in so old a patient. 

Medical treatment seemed to have been entirely successful, 
but the patient suffered a further hamatemesis on May 21 
which necessitated transfusion of 3 pints of blood. I first met 
the patient on May 24, when he had had another severe 
hematemesis. I reached the bedside in response to an urgent 
summons, to find a cheerful old gentleman, “a man not old, 
but mellow, like good wine’”’, whiter than the sheet, with 
obvious evidence of a massive hamatemesis, receiving blood 
through veins in both arms, and glucose solution through his 
right long saphenous vein. Even this did not seem to be 
adequate to replace the amounts he had lost and was losing. 
His cardiovascular age seemed, however, to be less than his 
chronological age, for in spite of his shocked condition he was 
sufficiently alert to lay down a most exact therapeutic regimen 
in the whispered words, “‘ Cut me quick, Doc, or I’m a goner ”’. 

This succinct assessment of the situation was so patently 
correct that the operation began less than thirty minutes later. 
Laparotomy disclosed a large gastric ulcer astride the left gastric 
artery about 2 in. below the cesophagogastric junction. Fortu- 
nately, although a chronic ulcer, it had not penetrated any other 
viscus, and a rapid partial gastrectomy was comparatively easy 
to perform. The left gastric artery was controlled as early as 
possible, and his condition improved considerably as soon as 
this step had been completed. 

His condition at the end of the operation was fairly good, 
and he made good progress until the second postoperative day, 
when he seemed very shocked. This was due to the onset of 
auricular fibrillation, which was controlled within forty-eight 
hours by digoxin. He then made an uninterrupted recovery 
until seven days later, when he complained of severe upper 
abdominal pain, and once again looked shocked and ill. This 
setback was due to a moderate-sized anterior myocardial 
infarct, which responded to treatment. 


1. Bedford, P. D. Lancet, 1956, ii, 750 
2. Bedford, P. D. ibid. 1957, ii, 505. 








eT a ae 


go 


or 
ca 
ex 
tw 
(ti 
Or 





of 
ht 


er 
Lis 
ial 





5 JULY 1958 


LETTERS TO THE EDITOR 47 





From this time onwards, his condition never gave rise to any 
anxiety, and he left hospital on June 20, in excellent general 
condition, and with his fibrillation controlled. 

Recently, he sent me a present of some biltong, prepared 
from a buck which he had shot to celebrate his 93rd birthday, 
surely adequate confirmation of the completeness of his 
recovery. 

The main interest of this case is its demonstration of the 
recuperative powers of such an aged patient, following 
two severe and one torrential hamatemeses, auricular 
fibrillation, and a myocardial infarct, all within the space 
of some fourteen days. In spite of all these serious insults 
to his cardiovascular system, and the stress of a major 
surgical procedure, he made a complete recovery, thereby 
demonstrating, once again, that “a man is as old as his 
arteries ”’. 

I should like to express my thanks to Dr. J. Charles Shee for his 
help in the management of this patient, both before and after 
operation, for without his skill the patient would not have survived. 
At least an equal tribute must be vaid to Dr. Ian Michie, who 
administered the anzsthetic. 


WILLIAM HOwusTON. 


Bulawayo, Southern Rhodesia 


DEATH OF A BOXER 

« Str,—In reference to Dr. Compton Smith’s letter last 
week, I cannot recall any cases of cerebral injury or indeed 
meeting any punch-drunk boxers in my long association 
with both amateur and professional boxing. Injuries can 
of course take place if a man cannot defend himself, but 
the trained referees of the A.B.A. and B.B.B.C. in con- 
sultation with their medical advisers are always vigilant to 
prevent men entering the ring in an unfit condition of 
health. They are also quick to stop a contest if a man is 
badly outmatched and suffering any serious injury before 
or during the fight. 

Tunbridge Wells EB. PF. 


AUTO-ANTIBODIES IN THYROID CARCINOMA 

S1r,—It is now well established ' * that antibodies which 
precipitate with thyroid extracts can be demonstrated in 
the serum of patients with lymphadenoid goitre. 

In testing sera of patients with various thyroid dis- 
orders, we found that three out of six cases of thyroid 
carcinoma had high titres of antithyroglobulin when 
examined by the tanned-cell hemagglutination test. In 
two of them, the level of antibody was sufficiently high 
titre of 20,000) to give a positive precipitin test by the 
Oudin method. , 

In the first of these two cases biopsy showed anaplastic 
carcinoma and areas histologically resembling lymphadenoid 
goitre. In the second case, treated by hemithyroidectomy, 
examination of many blocks of the excised lobe showed replace- 
ment of all normal thyroid tissue by papillary carcinoma (no 
tissue was available from the remaining lobe, which appeared 
slightly enlarged but otherwise normal). The third case had 
a titre of 640 in the tanned-cell hemagglutination test and the 
Oudin test was negative. Examination of the thyroid gland 
revealed both anaplastic carcinoma and lymphadenoid goitre. 

The clinical distinction between thyroid carcinoma and 
lymphadenoid goitre may be difficult, and until recently 
the ultimate diagnosis often depended on microscopic 
examination of the gland. Abnormal flocculation reactions 
or positive precipitin tests may now be taken to favour a 
diagnosis of lymphadenoid goitre; but, judging by our 
experience, the finding of positive serological (precipitin) 
tests does not justify a firm diagnosis of lymphadenoid 


St. J. LYBURN. 


1. Roitt, I. M., Doniach, D., Campbell, P. N., Vaughan Hudson, R. Lancet, 
1956, ii, 820 
2. Roitt, I. M., Campbell, P. N., Doniach, D. Biochem. 7. 1958, 69, 248. 


goitre unless there is other strongly suggestive clinical or 
biochemical evidence. Lymphadenoidal goitre may well 
predispose to the subsequent development of carcinoma, 
and the two conditions may be present together. Although 
surgery is now seldom indicated as a definitive form of 
treatment for lymphadenoid goitre, surgical assistance 
should be freely invoked to establish a certain diagnosis. 
A. E. STUART 

W. S. A. ALLAN. 


Pathology See, 
University of Edinburgh 


THE TOURNIQUET 

Sir,—I congratulate you on your leading article of 
May 31. 

I hold it very necessary to popularise, among surgeons, the 
aversion towards that horrible medieval instrument that is the 
tourniquet. In this sense, I go much further than Professor 
Pannett, since I use neither the tourniquet nor any other kind 
of temporary hemostasis for any limb operation—not even 
for amputations.' I believe that the immediate and late com- 
plications of amputation have thereby been avoided—especially 
stump neuralgias and phantom limbs. Progress after operations 
on bone, nerve or tendon has been excellent. The systematic 
hemostasis introduced, step by step, during the operation, 
maintains a normal blood-supply and avoids the serious dis- 
turbance caused by ischemia and reactional hyperemia. 


M. Bastos ANSART. 


TETANUS 
S1tr,—In a leader in your issue of May 10 it was sug- 
gested that Hippocrates gave the first description of 
tetanus and of its usually fatal outcome. However, the 
remarkable author of the Edwin Smith papyrus (19th 
century B.C.) (which is thought to be a copy of an earlier 
work, possibly dating back to the building of the Pyramids 
—i.e., to the 30th century B.c.?)) describes the following 
clinical picture. 
Examination: If thou examinest a man having a gaping wound 
in his head, penetrating to the bone (and), perforating the sutures of 
his skull, thou shouldst palpate his wound, (although) he shudders 
exceedingly. Thou shouldst cause him to lift his face; if it is painful 
for him to open his mouth, (and) his heart beats feebly; if thou 
observe his spittle hanging at his two lips and not falling off, while he 
discharges blood from both his nostrils (and) from both his ears; he 
suffers with stiffness in his neck, (and) is unable to look at his two 
shoulders and his breast. 
First diagnosis: Thou shouldst say regarding him: “One having a 
gaping wound in his head, penetrating to the bone (and) perforating 
the sutures of his skull; the cord of his mandible is contracted; he 
discharges blood from both his nostrils (and) from both his ears, 
while he suffers with stiffness in his neck. An ailment with which I 
will contend ”’. 
Second examination: If then, thou findest that the flesh of that man 
has developed fever from wound which is in the sutures of his skull, 
while that man has developed ty’ (untransiatable) from that wound, 
thou shouldst lay thy hand upon him. Shouldst thou find his 
countenance is clammy with sweat, the ligaments of his neck are 
tense, his face is ruddy, his teeth and his back ( ?) the odor of the 
chest of his head is like the BKN (urine) of sheep, his mouth is 
bound, (and) both his eyebrows are drawn, while his face is as if 
he wept. 
Second diagnosis: Thou shouldst say regarding him: “‘ One having 
a gaping wound in his head, penetrating to the bone, perforating the 
sutures of his skull, he has developed ty’, his mouth is bound, (and) 
he suffers with stiffness in his neck. An ailment not to be treated ”’ ? 
Third examination: If, however, thou findest that that man has 
become pale and has already shown exhaustion. 
Third treatment: Thou shouldst have made for him a wooden 
brace (or tube) with linen and put into his mouth. 
Gloss B*: As for: “ The cord of his mandible is contracted ’’, 
it means a stiffening on the part of the ligaments at the end of his 
1. Bastos Ansart, M. Tratado de Operatoria Ortopedica y Traumatologica. 
Barcelona, 1957. 

2. Husein, K. ¥. Bone Ft Surg. 1949, 31B, 309. 

* These are glossaries given in the original papyrus as explanatory 
notes to the text. They were probably written by later copyists. 
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ramus, which are fastened to his temporal bone, that is at the end of 
his jaw, without moving to and fro, so that it is not easy for him to 
open his mouth because of his pain 

Gloss E: As for The ligaments of his neck are tense " it means 
that the ligaments of his neck are stretched stiff by reason of his injury. 

Gloss I: As for: “‘ His mouth is bound, (and) both his eyebrows 
are drawn, while his face is as if he wept "’, it means that he does not 
open his mouth that he may speak, both his eyebrows are distorted, 
one drawing upward, the other drooping downward, like one who 
winks while his face weeps 

This gives a very objective description of trismus, neck 
rigidity, and risus sardonicus ( ?), following a wound of the 
head, and ending fatally. The phrase “an ailment not to be 
treated’ meant in old Egyptian texts a fatal outcome, in 
contradistinction to “‘ an ailment I shall treat” and “ an ail- 
ment with which I will contend ”’ which were used to signify a 
good and a doubtful prognosis respectively. 

The possibility that this description meant meningitis 
cannot, of course, be excluded. The necessity of placing a 
wooden brace (or tube) between the teeth and the other signs 
make it very likely, however, that it meant tetanus. 


Faculty of Medicine, 
Ein Shams University, Cairo 


PAUL GHALIOUNGUI. 
THE RUSSIAN VACCINE 

S1r,—It is surely absurd that this substance should be 
used for the treatment of disseminated sclerosis, when it is 
quite untested for this purpose and, as far as I can make 
out, is not even being used in Russia for treatment of this 
disease. I am frequently asked about its use and have no 
hesitation in saying that as far as I can judge it is useless 
for cases of disseminated sclerosis, and should not be 
used as it might be harmful. 


Oxford 


W. Ritcure RUSSELL. 


DIETARY RESTRICTION AND COAGULABILITY OF 
BLOOD 

Str,—I read with great interest the article by Dr. 
McDonald and Miss Edgill in your issue of May 10. 
We reported in our letter of Feb. 8 the results of our 
investigations on hypercoagulability and “‘ heparin loading 
test’. As we had pointed out,'~* our “ heparin loading 
test ” can reveal hypercoagulability. 

In patients with hypercoagulability, the level of cholesterol, 
total lipid, and phospholipid were increased and at the same 
time there was an increase of §-lipids and a decrease of a-lipids 
in lipidograms. 

In cases showing hypercoagulability according to the heparin 
loading test, three to six months of strict low-fat diet with or 
without anticoagulant treatment, hypercoagulability decreased 
or became normal (50 mg. heparin twice weekly intravenously). 
Further details will be published later. 

The remark of Dr. McDonald and Miss Edgill about the 
parallel between the cholesterol level and platelet-stickiness is 
of considerable importance. 

We, too, have observed* * the connection between the 
blood-lipid level and platelet function. 

In the course of our studies *~* of the haemorrhagic diathesis 
in liver diseases, we drew attention to the fact that when 
cholesterol and cholesterol esters were much diminished, 
a-lipids almost disappeared and {-lipids decreased, whereas 
the agglutinability and adhesiveness of the platelets were much 
reduced or lost and the bleeding-time was prolonged. 

At the same time, there was a large reduction in the formation 
of thromboplastin (Biggs and Douglas’s test) due to a defect 
in platelet suspension. The platelets did not contain the 
thromboplastic factor (phospholipid): in other words, a 
secondary thrombopathia was observed ° in liver disorders. 

1. Ulutin, O. N., Sestakof, D. Lancet, 1958, i, 324 
2. Ulutin, O. N., Sestakof, D. Buil. Soc. turg. Méd. 1957, 23, 689 


3. Ulutin, O. N. Study of the Formation of Thromboplastin in Hamorrhagic 
Disorders. Istanbul, 1957 


4. Berker, F., Ulutin, O. N., Karaca, M., Sestakof, D. Bull. Soc. turg. Méd. 
in the press 
5. Ulutin, O. N., Karaca .M 


thid. 1956 .22 473 


As Dr. McDonald and Miss Edgill have shown, and our 
observations have confirmed, there is a close relationship 
between the level of blood-lipids and platelet functions. 


Second Internal Clinic of Istanbul 
University, Guraba Hospital, 
Istanbul, Turkey 


ORHAN Nuri ULUTIN. 


TREATMENT OF ASTHMA AND HAYFEVER BY 
HYPNOSIS 


Sir,;—I studied with great interest Dr. Mason and 
Dr. Black’s case-report in your issue of April 26. I 
especially admired the thoroughness and objectivity of 
the presentation. 

Apparently without realising it, they submitted this patient 
to one form of conventional “ desensitisation” therapy— 
namely, the parenteral administration (either subcutaneously 
or intradermally), co-seasonally, of very minute amounts of 
pollen extracts. This method of treatment is extremely effec- 
tive in all patients with pure pollen allergy; and is especially 
effective when preceded by a course of relatively high-dosage 
therapy, which, I presume, is what the patient actually had 
during the previous season). 

A very interesting clinical feature is the “ cold in the head ”’, 
contracted during the “ second week of June”. This episode 
was undoubtedly allergic in nature, especially in view of the 
specific response to ephedrine. It probably occurred between 
the clinic visits of week 7 and week 8, if we assume that week 1 
was represented by April 29. What is interesting is the fact 
that during the two visits immediately preceding (weeks 6 
and 7), she was given intradermal injections only in the left 
arm, whereas on all of the other visits, if we consider only the 
span of the height of the pollen season, she was given injections 
in the left leg as well as the left arm. In other words, for weeks 
6 and 7 she received only half the usual dosage. It is entirely 
possible that this half dosage was slightly less than this 
patient’s particular requirement for this particular pollen season. 
If so, the accumulated deficiency of two weeks’ underdosage 
could well explain the allergic symptoms described as a “ cold 
in the head ’”’. 

Nevertheless Dr. Mason and Dr. Black have made an 
important contribution—namely, their demonstration of the 
relationship between psychomotor factors and skin reactivity. 
And this, after all, is the main theme of the article, judging by 
its title. 

We have continually noted that, in any given group of 
patients, there is a remarkable lack of correlation between the 
relative severity of clinical symptoms and the relative intensity 
of skin reactions. For example, one patient may have very 
weak (although perhaps highly specific) skin reactions, but very 
severe clinical symptoms. Another patient may have very 
strong skin reactions with very mild clinical symptoms. 

This same lack of correlation is observed whether or not the 
patient has had any “ desensitisation ” therapy. Some patients 
who have been clinically cured by “ desensitisation ” therapy 
will nevertheless retain their skin reactivity, at least to some 
definite degree. On the other hand, some patients will have 
relatively rapid diminution of skin reactivity early in the course 
of treatment, even though their clinical symptoms may not yet 
be under control. 

This quantitative dissociation between skin reactivity and 
clinical symptoms has been a source of many misunderstandings 
and much confusion. Many explanations have been offered by 
various investigators, but they usually add to the confusion. 

The observations of Dr. Mason and Dr. Black lend some 
objective evidence, which, if properly interpreted and followed 
up, may help to lead us out of our bewildered state. Their 
observations suggest that, even though skin reactivity is speci- 
fically related, qualitatively, to clinical allergic manifestations, 
the actual intensity of the skin reactions may be strongly 
influenced by purely psychomotor factors. 

On the other hand, they have not proved anything con- 
clusive about the relationship, between psychomotor factors and 
clinical allergic manifestations. In fact, on the basis of the data 








= 


- ~~ & 


ee = = oe A oe 





CET 


our 
hip 


LY 
ind 
of 


ent 
y— 
isly 

of 
ec- 
ally 
age 
ad 


ize 
Id 


of 
he 
ity 


424 


“ir 
ci- 


ly 





5 JULY 1958 


OBITUARY 49 





given, we cannot conclude that psychological treatment played 
any important role whatsoever in -elieving the allergic symp- 
toms of the patient. 

There is no question but that hypnosis, and other forms of 
psychiatric treatment, occupy an important and very respect- 
able place in the treatment of allergic disease; but I seriously 
doubt if the psychiatric approach will ever justifiably assume 
the dominant role. 

The only notable exception might be in the neurotic adult 
patient, who has recovered from a severe childhood allergy, 
but whose strong “ psychiatric residual’ causes him, under 
certain circumstances, to re-enact certain “ allergic ” symptoms. 
In such a case, the psychiatric factor is unquestionably domi- 
nant; and hypnosis could very well be the most effective treat- 
ment. However, contrary to general opinion, such cases are 
surprisingly uncommon. 

For the vast majority of patients with atopic allergy there is 
not, as yet, any substitute for the following principles of 
treatment: 

(1) Avoidance of the offending antigen or antigens.—This is impera- 
tive in all cases of food allergy, and all cases of “ environmental ” 
allergy (house dust, feathers, animal danders, &c.). 

2) Control of infection.—Acute or chronic bacterial infections, 
involving any organ or system of the body, will usually aggravate 
atopic allergy manifestations, even though the latter may be expressed 
in an entirely different organ or system. Prompt treatment with 
antibiotics is generally indicated. 

3) “Desensitisation’’ treatment.—This is often a very important 
aspect of the treatment of “ environmental” allergy, although not 
necessarily so in small children and infants. It is the only effective 
treatment for pollen allergy, regardiess of the patient’s age. 

CHARLES R. COWAN 


U.S. Army Hospital, Paris Chief of Allergy Service 


METHOD FOR THE ASSAY OF PROPERDIN 

Sir,—The work of Pillemer et al.’ with properdin 
showed the important role of aspecific factors in natural 
resistance to infection and illustrated the interesting inter- 
actions of this principle with the components of the C’. It 
can now be said that both these points have been con- 
firmed.*"* Some difficulties are met, however, in carrying 
out the assay of properdin, as proposed by the discoverers 
of this factor. It has therefore been suggested that pro- 
perdin activity be measured by other methods based on 
different principles (haemolysis of tanned cells, bacterio- 
lytic activity, &c.). Our experience has not, however, been 
entirely satisfactory with these procedures. 

In recent months we have tested a new method for the esti- 
mation of properdin with better results. The principle is that 
described by Pillemer et al.' which uses a polysaccharide pre- 
pared from yeast cells—zymosan. 

Our technique entails careful absorption of the sample of properdin 
by double incubation at 17° C with a standardised amount of inulin, 
an insoluble polysaccharide which has some advantages over 
zymosan.’ Serial dilutions of the properdin-inulin complex are then 
incubated for one hour at 37° C with a fixed amount of RP (properdin- 
free serum) formed from the supernatant of the tube previously 
incubated at 17° C, and 1 ml. of sensitised cells is added. 

The optical density of hemolysis, read photometrically, is inversely 
proportional to the properdin value. The C’3 titre of the sample 
under examination is each time determined by R3 (C’3-free serum). 
Controls are necessary to ascertain total absorption of properdin and 
the reliability of the other reagents. ; 

With this procedure it is possible to overcome some diffi- 
culties of Pillemer’s method for the preparation of suitable RP. 
As is known, only a few sera (5-10°,,) prove useful for the pre- 
paration of RP. The RP prepared from the sample under 
1. Pillemer, L., Blum, L., Lepow, I., Wurz, L., Todd, E. J. exp. Med. 

1956, 103, 1 
Isliker, H. C., Linder, E. Vox Sanguinis, 1958, 3, 23. 
MeNall, E. G. Proc. Soc. exp. Biol., N.Y. 1957, 94, 399. 
Leon, M. A. J. exp. Med. 1956, 103, 285. 
Barlow, J. L., Vunakis, H. v., Levine, L. Fed. Proc. 1957, 16, 


6, 405. 
. Soulier, J. P. ,Menache, D., Larrieu .M. Rev. Franc. Clin. Biol. 1957, 
8, 857. 


AuUewry 


examination is a good reagent for the properdin determination 
of the same serum. On the other hand, in the procedure here 
outlined the C’3 activity of the system is precisely determined, 
while in Pillemer’s method no reference is made to the C’3 
titre of the sample test. 

We have performed more than 60 properdin determina- 
tions with constant and reproducible results. In normal 
subjects properdin varies within narrow limits. The value 
is lower in older than in young people. Research on sera 
in pathological conditions is now in progress. 

V. BIANCHI 


Institute of Medical Pathology, G.G 
° HIRARDO. 


University of Genoa. 


GLUCURONIDE SYNTHESIS IN FO@TAL 
LIVER AND KIDNEY 

S1r,—Glucuronides are synthesised in adult liver by 
enzymic transfer of glucuronic acid from uridine di- 
phosphate glucuronic acid (U.D.P.G.A.) to an acceptor 
substance,' * which can be bilirubin.* It is known that 
certain newborn jaundiced infants are unable to transfer 
glucuronic acid to bilirubin in this manner.‘ 

Recent work,® using o-aminophenol and (—)-menthol as 
acceptor substances, has shown a similar defective transference 
to be characteristic of foetal liver and kidney in the guineapig, 
mouse, and probably other species. In the liver, and possibly 
in the kidney, the phenomenon is explained by deficiency of 
both the enzyme (U.D.P.-transglucuronylase) and U.D.P.G.A. 
Levels of both increase up to birth, and it seems that the 
amount of liver U.D.P.G.A. available is to some extent a limiting 
factor. That the same microsomal] enzyme is being studied as 
the one transferring glucuronic acid to bilirubin is probable 
from the reduced synthesis of both phenyl and bilirubin 
glucuronides in congenitally jaundiced adult humans and rats.* 

By the kind cooperation of Prof. J. Walker and the staff of 
the department of midwifery, Queen’s College, two normal 
human fcetuses of 3-4 months were studied by this method. 
In both, negligible amounts of liver enzyme and U.D.P.G.A., or 
of kidney glucuronide formation, were found. Results were 
also negative for placenta. 

It may be that certain types of neonatal jaundice are due to 
persistence of this foetal metabolism, particularly in premature 
infants. Administration of U.D.P.G.A. might therefore prove of 
use, where its lack is the limiting factor, but there seems no 
explanation of the claimed relief of this condition by oral treat- 
ment with glucuronate,’ an ion which does not increase the 
enzyme action in vitro.! Attempts to induce glucuronide 
formation by administration of glucuronidogenic drugs could 
lead, in cases of low U.D.P.-transglucuronylase, to competition 
with bilirubin at the already deficient enzyme molecules. 


Biochemistry Department, 
Queen’s College, Dundee. G. J. DUTTON. 
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Sir ARNOLD STOTT 

J. G. W. writes: 

Generations of Westminster men will remember with 
gratitude and affection the clinical teaching of the late Sir 
Arnold Stott, particularly, perhaps, for two of its outstanding 
qualities. One was the thoroughness of the clinical examination 
from head to toe; the other was the superb bedside manner— 
the humblest and poorest of outpatients would receive a 
“ Madam ” the graciousness of which would have gladdened 
the heart of a duchess. 

. Dutton, G. J., Storey, I. D. E. Biochem. F. 1954, 57, 275. 
. Storey, I. D. E., Dutton, G. J. ibid. 1955, 59, 279. 
. Schmid, R., Hammaker, L., Axelrod, J. Arch. Biochem. Biophys. 1957, 


70, 285. 
Lathe, G. H., Walker. M. Biochem. F. 1957, 67, 9P. 


. Dutton, G. J. ibid. 1958 (in the press). 
. Axelrod. J., Schmid, R., Hammaker, L. Nature, Lond. 1957, 180, 1426. 


Danoff, S., Grantz, C., Boyer, A., Holt, L. E. Lancet, 1958, i, 316. 
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QUESTION TIME 


Radioactive Fallout 

Mr. T. E. WATKINS asked the Prime Minister whether, in 
view of the strong representations from Wales concerning the 
periodic tests for radioactive fallout, he would give instructions 
that reports are to be written in a non-technical form easily 
understandable to the public; and whether, to reassure the 
population in the upland areas of Wales, he would publish in 
simple non-technical terms the incidence of fallout and the 
level of strontium 90 in these areas, and give in non-scientific 
terms information which would help lay persons in assessing 
the danger from strontium 90 fallout.—The PRIME MINISTER: 
We are considering whether we can improve the presentation 
of the results of measurements of fallout. I would point out, 
however, that the assessment of the significance of these results 
is a complicated and technical matter. The forthcoming report 
of the United Nations Scientific Committee on the Effects of 
Atomic Radiation will, I understand, contain an up-to-date 
assessment of the health hazards due to radiation. 

Mr. WATKINS: Will the Prime Minister look at this matter 
again because in Wales people are getting alarmed and we 
understand that water in Wales is to be tested for strontium ? 
All the people would like to know in simple language what it 
really means to them and whether they can carry on earning 
their livelihood at sheep farming, particularly in the Welsh 
hills—The PRIME MINISTER: In simple language, I am advised 
that the levels do not constitute any danger to the human 
population, but there is always rather a difficulty in trying to 
express these highly technical results in too simple a form 
because one might then be accused of not keeping precisely the 
balance. The Prime Minister added that a further report by 
the Medical Research Council on the 1957 fallout figures 
would be issued in the next few days. 


Financing Local Authority Mental Health Services 

Mr. ARTHUR BLENKINSOP asked the Minister of Health what 
financial ass/stance was to be given to local authorities to enable 
them to establish and develop services for the care and welfare 
of such of the mentally sick and defective patients as could 
now be discharged from hospitals and institutions. —Mr. DEREK 
WALKER-SMITH replied: Expenditure by local authorities on 
the development of these services already qualifies for specific 
Exchequer grant and, on the assumption that the Local 
Government Bill is passed in substantially its present form, will 
be taken into consideration in the proposed new general grant. 
I have also informed local-authority representatives that I pro- 
pose to assist authorities, where this is possible, by letting 
them have, for a purely nominal consideration, suitable small 
hospital buildings that can be spared. Mr. BLENKINSOP: Is the 
Minister not aware that the administrative changes that he has 
already proposed for mental hospitals will be rendered utterly 
nugatory unless there is fresh provision of finance? Does he 
not agree that every local authority expects to hear from him 
that steps have been made available to enable them to take the 
weight of the cases which are now in their mental hospitals ? 
Mr. WALKER-SMITH: The 50°, grant of expenditure on local- 
authority services and the small capital subsidy will both be 
taken into the general grant under the new legislation. As to 
finance, where I can help is to recommend an issue of loan 
sanction for capital work in the mental health service at a 
higher level than in recent years. That I propose to do in the 
immediate future. Mr. BLENKINSOP: Did not the Royal 
Commission clearly state that in its view extra finance must be 
made available, particularly in view of the Government’s block 
grants taking over the old percentage grants ? Is it not a smack 
in the eye to local authorities who sincerely want to take over 
the burden that the hospitals have been bearing in the past ? 
Mr. WALKER-SMITH: The Royal Commission said that it had 
had in mind recommending an Exchequer grant of up to 75%, 


for a limited fixed period but it recognised at the same time that 
the introduction of the general grant might make that recom- 
mendation inappropriate. 


University Students’ Grants 
Mr. GeorrREY Ltoyp, Minister of Education, announced 
that, in conjunction with the Secretary of State for Scotland, 
he had set up a committee with the following terms of reference: 
* To consider the present system of awards from public funds to 
students attending first degree courses at universities and comparable 
courses at other institutions and to make recommendations.” 
The committee would, therefore, consider the kinds of awards 
to be made from public funds, the method of selecting students 
for such awards, and the principle of the hardship test required 
by the law as it now stands. Sir Colin Anderson had accepted 
the Government’s invitation to act as chairman. 


Key Industry Duty on Drugs 

Mr. JULIAN SNoOw asked the President of the Board of Trade 
if he would re-examine, under the terms of the Safeguarding 
of Industry Act 1921 and subsequent amending legislation, 
the key industry duty payable on steroid hormones and certain 
antibiotics and vitamins, in order to satisfy himself that prices 
charged to the National Health Service in respect of certain 
drugs are reasonable and are made controllable by varying such 
key industry duties in the light of recent pharmaceutical dis- 
coveries and production in the United Kingdom and else- 
where.—Sir Davip Ecc es replied: Prices of drugs under the 
National Health Service are a matter for the Minister of 
Health. If an application by users for a change in the duty 
on any of these drugs were made to me, I should consider 
whether any action were called for. Mr. SNow: While thanking 
the Minister for that answer, may I ask him whether he is 
aware that this question was put down rather as a ranging 
shot with a view to drawing the attention of the Minister of 
Health to the fact that the powers under this Act may be a way, 
possibly a small way, to control the high cost of certain drugs 
in the National Health Service ?—Sir Davip Eccies: The key 
industry duty will lapse at the end of this year and will be 
embodied in the new tariff schedule, in which case charges 
can be made in a more simple manner. 





Medicine and the Law 





Doctor for Trial 

A pocTtor has been committed for trial at Warwick 
Assizes on a charge of obtaining £135, with intent to 
defraud, from a patient by falsely pretending that he was 
suffering from a serious liver complaint for which the 
defendant could obtain expensive drugs.' 

The magistrates were told that the patient, who was aged 
27, went to the doctor with slight stomach trouble. After a 
cursory examination he was asked to return later. He was then 
given a two-hour examination during which “ various odd 
wires were attached to his body. [The doctor] kept coming 
in and out of the room and switching various switches on 
and off”. 

The doctor later told the patient that he was suffering from 
a serious liver complaint which would develop into sclerosis 
and lead to his death at the age of 40. He could prescribe 
injections, but they would be expensive as they would have 
to come from Ireland. 

The patient agreed to this treatment and paid £135. The 
doctor was later than expected in returning from Ireland, and 
the patient visited another doctor who found him to be healthy. 
This doctor would say ‘that there was no diagnosis of liver 
trouble possible with the apparatus of wires and switches 
which had been used by the defendant. 

The defendant reserved his defence to the Assizes. 


1. Times, June 18, 1958. Birmingham Post, June 18, 1958 
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Notes and News 


A NEW POLIOMYELITIS CENTRE 

ON June 25 the Earl of Limerick, chairman of the Medical 
Research Council, opened the laboratory buildings of the 
poliomyelitis centre which is being set up at the Hendon 
fsolation Hospital, London. Lord Cottesloe, the chairman of 
the North West Metropolitan Regional Hospital Board, 
recalled that in 1951 the Poliomyelitis Committee of the Royal 
College of Physicians of London, under the chairmanship 
of Sir Charles Symonds, had suggested that a research unit was 
needed for the investigation of problems concerned with the 
established disease, and donations of £12,000 from the National 
Fund for Poliomyelitis Research and of £8000 from the Sir 
William Coxen Trust had now enabled the laboratory to be 
built. 

As it was thought essential that research should be carried out 
juring the infectious stage of the disease as well as later, it was decided 
to build the centre at an infectious diseases hospital in close touch, 
geographically and admjnistratively, with an orthopaedic hospital 
On the recommendation of Mr. H. J. Seddon, who was responsible 
for the planning of the centre, Hendon Isolation Hospital was chosen 
Over many years the hospital has worked in close cooperation with 
the Royal National Orthopaedic Hospital at Stanmore, and the 
secondment of nurses and physiotherapists from Stanmore to 
Hendon will ensure that patients are looked after by the same staff 
at the two hospitals. Dr. A. B. Kinnier Wilson, a Medical Research 
Council worker, already attached to the Royal National Orthopedic 
Hospital where he was working on respiratory problems in polio- 
myelitis, is now in charge of the laboratory at Hendon, supported by 
a number of clinicians. If work on poliomyelitis comes to an end 
the situation of the centre and its link with the Virus Reference 
Laboratory at Colindale make it a suitable place for the investigation 
of other virus disorders affecting the nervous system 

Ihe Institute of Orthopaedics of the University of London is 
responsible for the affairs of the centre, but because of its intimate 
connection with the Hendon Isolation Hospital a coordinating com- 
mittee has been appointed on which members of the regional medical 
service, as well as of the Institute of Orthopedics and Royal National 
Orthopedic Hospital, will serve 

The building is of ingenious design. It is inexpensive and made of 
a Malayan hardwood called keruing which is as hard as teak, has 
excellent insulating properties, and needs neither paint nor other 
preservative. The laboratory was designed by Mr. Lindsay Drake, 
A.R.1.B.A., of Fry, Drew, Drake, and Lusdun, with the aid of Mr 
Michael Smythe, A.R.1.B.A., of the Nuffield Foundation. 


A FAMILY GUIDE 


THE family of a patient who has had a mental breakdown 
are often frightened and unhappy. They are faced with an 
Ulness which they do not understand and therefore fear. 
Though they are anxious to help, they are uncertain how best 
to do so. They may feel cut off from the patient by the change 
that has come over him; they may feel cut off from their 
neighbours by an unreasonable feeling of shame. Though the 
healthy and growing change in the public attitude towards 
mental illness is steadily easing many of these difficulties, 
there still remains room for the useful guide for the patient’s 
family which the National Association for Mental Health have 
published.' 

In the course of relating the story of Jim Thomas who had a mental 
breakdown, and Alice his wife who had to cope, the booklet gives a 
clear and honest description of our mental health services and 
procedure for admission to hospital. It does not suggest that they are 
perfect, but it makes clear that they can offer help and the hope of 
recovery to most patients. If community treatment is to prove as 
successful as we all hope, the family will play an increasingly impor- 
tant part in the patient’s treatment; but home is not necessarily the 
best place for the patient at every stage of his illness. The guide 
gives a good description of life in hospital, from the point of view 
of the patient and his relatives, and explains that the family should 
not feel guilty for arranging for the patient to go there; their turn will 
come later in helping him to adjust himself to normal life again after 
he returns home 


1. Mental Breakdown. 1958. Pp. 28. 2s. 6d. Obtainable from the Association, 
39, Queen Anne Street, London, W.1, postage 4d 


Illness, mental or physical, must throw a burden on any 
family. This guide will help the families of the mentally ill 
to shoulder theirs with confidence and courage. 


AN OPERATING-THEATRE SPOTLIGHT 

Mr. P. Dawson-Edwards and Dr. W. N. Vellacott write: 

One of us (P. D-E.) has twice recently described parallel- 
beam spotlights which it was considered could be made “ at 
home’’ by 
hospitals with 
engineers will- 
ing and able to 
undertake this 
type of work. 
The majority 
of hospitals, 
however, are 
probably not 
in this posi- 
tion, and a 
commercial 
firm was 
therefore ap- 
proached with 
a view to the 
production of 
such a spot- 
light. This 
lamp is now on 
the market. 

It is basically 
the smaller 
Lucas “‘ Flame- 
thrower ’’,a 
lamp noted for 
its extremely 
powerful paral- 
lel beam. to 
ensure that the beam is virtually “‘ cold ”’, it is made to pass through a 
disc of Chance’s ON 20 glass, which filters out 90°, of the heat and 
yet transmits 90°, of the light. This filter is mounted in a slotted 
holder which spaces it from the lamp, thus allowing it to be cooled on 
both sides. The holder is 
neatly clipped to the lamp 
housing and can readily be 
removed for cleaning by 
releasing the two retaining 
screws on the front of the 
lamp (fig. 1). An alumin- 
ium bulb-shield ensures 
that there is no dazzle 
except in the direct line of 
the beam. The use of a 
special axial coiled coil 
bulb provides an even 
pattern of light of 7 in. 
diameter which never re- 
quires refocusing. 

The lamp is mounted 
on a specially designed 
‘Anglepoise’ arm which 
makes adjustment both 
easy and positive through 
an almost universal range 
of movement. A plastic 
handle is fitted to direct 
the beam. The anglepoise 
arm can itself be swivelled 
on the main column. The 
base of this column, suit- 
ably weighted, contains a 
12-volt transformer. The 
finish is in cream with 
chromium-plated lamp and 
fittings, and the wheels are 
of the regulation conduct- 
ing type (fig. 2). 





Fig. 1—Close-up of lamp showing easily detach- 
able filter holder. 





Fig. 2—Complete lamp showing base 
with fully enclosed transformer. 


1, Lancet, 1955, i, 849; ibid. 
1957, ii, 525. 
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The lamp has been thoroughly tested. It has been found 
particularly helpful in operations deep in the thorax, the 
abdomen, or the pelvis; it is usually best used in conjunction 
with normal overhead lighting, and sometimes only for quite 
short periods during an operation. It has also found favour 
with ophthalmic surgeons, and it has been in constant use in 
casualty departments. The spotlight is always in focus, is very 
bright, and is astonishingly easy to manceuvre. 

This spotlight may be obtained from Messrs. Herbert Terry and 
Sons Ltd., Redditch, or their agents 


University of London 

The board of governors of Queen Charlotte’s Hospital and 
the Chelsea Hospital for Women have set aside £50,000 of 
their endowment funds for the endowment of a chair of 
obstetrics and gynecology at the Institute of Obstetrics and 
Gynecology. 
University of Leeds 

At recent examinations the following were successful: 


M.B., Ch.B.—Margaret Barber, Pauline Bittiner, Norman Carr, Frank 
Carter, Margaret E. Coles, A.J. K. Dore, M. W. Flowers, Gillian M. Foster, 
R. D. Jackson, J. N. Lambton, P. B. Pickles, Stanley Sorkin, Freda M 
Tomlinson, B. K. Turnbull, R. K. Wright 

D.P._M.—John Blackburn, Margaret W. Galley, Mary Jones, H. B. Kidd, 
J. T. Rose, Brian Ward 


University of Liverpool 

Dr. K. McCarthy and Dr. K. R. Dumbell have been 
appointed senior lecturers in bacteriology, and Dr. J. L. 
Braithwaite and Dr. E. W. Macmillan senior lecturers in 
anatomy. 
University of Manchester 

At a recent examination the following were successful: 


M.B., Ch.B.—]. W. Aspinall, Roy Battye, F. H. Brindle, D. B. Brookes, 
J. E. Brooks, A. L. Buckley, Eric Charles, P. J. Cox, J. S. Cumming, Barry 
Deakin, B. H. Delany, G. G. Duckworth, R. M. Flinn, Joyce Harris, Roy 
Haworth, Patricia A. Hegarty, Raymond Holmes, Alexander Hopkins, 
Maria Z. Kozubowska, R. J. Lawton, I. P. McEwan, A. C 


W. H. Isbister 
Peterson, J. D. Rhodes, P. H. Roberts, Martin Ryan, Elizabeth M. Spencer, 
Roy Statham, Garo Tahta, Peter Watson, J. M. Watts, B. K Jignall, 


J. D. G. Williams, S. K. Wood, P. B 
Queen’s University, Belfast 

Dr. T. K. Marshall has been appointed to a lectureship in 
pathology (forensic medicine). 


Wrigglesworth 


Royal College of Surgeons of England 

Faculty of Anesthetists—Dr. G. S. W. Organe has been 
elected dean of the faculty for the coming year, and Prof. E. A. 
Pask vice-dean. 
Royal College of Physicians of Edinburgh 

Dr. Fessie Macgregor prize for medical women.—An award 
of this prize, competition for which is open to women who are 
graduates in medicine of the University of Edinburgh or who 
have taken the Scottish triple qualification, will be made in 
November to the applicant who presents the best record of 
original work in the science of medicine. Applications must 
reach the Convener of Trustees, Royal College of Physicians, 
9, Queen Street, Edinburgh, 2, by Oct. 31. 


British Association of Urological Surgeons 

The following have been elected officers and members of 
council for 1958-59 

President, Mr. Arthur Jacobs; immediate past-president, Mr. 
R. H. O. B. Robinson; vice-president, Mr. Hugh Donovan; hon. 
treasurer, Prof. V. W. Dix; hon. secretary, Mr. J. D. Fergusson; 
hon. editorial secretary, Mr. N. M. Matheson; members of council, 
Mr. F. R. Kilpatrick, Mr. W. S. Mack, Mr. T. J. Millin, Mr. R. A. 
Mogg, Mr. D. S. Poole-Wilson, Mr. N. L. Shepperd, Mr. J. Swinney, 
and Mr. D. Innes Williams; and (ex officio) the president of the 
Section of Urology of the Royal Society of Medicine and the chairman 
of the editorial committee of the British Journal of Urology 


International Congress on the Modern Educational 


Treatment of Deafness 
This congress will be held at the University of Manchester 
from July 15 to 23. Further particulars may be had from 


Mr. D. M. C. Dale, department of education of the deaf, the 
University, Manchester, 13. 


British Medical Association 

Dain Fund.—During 1957-58 the Fund has spent £2300 in 
grants, helping 23 cases including 7 new ones. Nearly every 
child needs help over a period of years, and, as school fees are 
mounting and the help required increases, subscribers are 
asked to continue their support and to enlist the support of 
others. 





Dr. J. A. Fraser Roberts has been elected president of the Royal 
Anthropological Society. 


Dr. Brian MacMahon has been appointed professor of epidemio- 
logy at the Harvard School of Public Health. 


Dr. Alex Comfort and Dr. D. S. McLaren are among those who 
have received this year Ciba awards for research on the problems of 
ageing. 

A meeting of the Society for General Microbiology will be held 
in the University of Liverpool on Sept. 18 and 19. Further particulars 
may be had from Dr. B. W. Lacey, department of bacteriology, 
Westminster Medical School, London, S.W.1. 


Caution—be Warned in Rhyme.—Mr. Edmund Quarry, the 
editor of Better Health, has for the past ten years offered his readers 
pills of good advice in the jam of light verse. His good-natured 
admonishments have now been collected in a small book (London 
Hodgetts. Pp. 65. 4s. 6d.) which he has illustrated himself. 


CORRIGENDUM: Billy Goes to Hospital_—We apologise to Prof. 
R. S. Illingworth and to those readers who were perplexed by last 
week's reference (p. 1399) to his article “‘on another page of this 
issue’. Our note about the Guy's booklet was to have appeared 
with Professor Illingworth’s paper, which will be published soon. 


Diary of the Week 


JULY 6 To 12 








Sunday, 6th 


University CoLtiece HospitaL, Gower Street, W.C.1 
10.15 a.m. Dr. H. A. Burt: Backache, its Prevention and Treatment. 


Monday, 7th 
UNIVERSITY OF LONDON 
5 p.m. (St. Mary's Hospital Medical School, Norfolk Place, W.2. 
Gerrit Bras (Jamaica): Veno-occlusive Disease of the Liver. 


Tuesday, 8th 
Royat CoOLLece or Pxysicians oF Lonpon, Pall Mall East, S.W.1 
p.M. Sir Lindor Brown: Mode of Action of Sympathetic Nerves 
rtram Louis Abrahams lecture 
INSTITUTE OF CHILD HeattH, The Hospital for Sick Children, Great Ormond 
Street, W.C.1 
5 p.m. Dr. David Gitlin (Boston 
Nephrotic Syndrome 
INSTITUTE OF PsycHiATRY, Maudsley Hospital, Denmark Hill, S.E.5 
5 pm. Prof. George Rosen (New York): Social Stress and Mental 
Diseases in the 18th, 19th, and 20th Centuries 


Wednesday, 9th 
POSTGRADUATE Mepicat ScHOoL, Ducane Road, W.12 

2P.m. Dr. George Belyavin: Serology of the Influenza Viruses 
Thursday, 10th 


Rovat COLLece oF PHysicians oF LONDON 
5 p.m. Prof. P. B. Medawar: The Biology of Ageing 
lecture 


Prof. 


Plasma Protein Metabolism in the 


F. BE. Williams 





Appointments 





McArtuur, Mary I., M.8. Edin., p.P.H.: assistant M.o., South Buckingham- 
shire area 

Witp, Davin, M.B. Manc., 
Manchester) area 

Wruicnt, J. T., p.m. Oxon., M.R.c.P.: consultant physician, London Hospital, 
Whitechapel 


East Anglian Regional Hospital Board: 
Das, N., M.B. Calcutta, D.1.M. & H., D.G.0.: registrar in obstetrics and 
gynaecology, West Norfolk and King’s Lynn General Hospital 
Dockery, Patricia J., M.B. Dubl., D.c.H4.: pediatric registrar, Ipswich and 
East Suffolk Hospital 


D.OBST.: assistant divisional M.o., Eccles (near 


Gispon, R. H., M.s. Cantab.: radiological registrar, Norfolk and Norwich 
Hospital 

Gisson, D. S., M.B. Melb.: surgical registrar, West Suffolk General 
Hospital. 


Oxford Regional Hospital Board: 
Carey, R. W., M.B. Dubl., p.0.: part-time consultant ophthalmologist, 
Oxford/Banbury area. 
Moss, JOHN, M.B. Birm., D.O.: part-time consultant ophthalmologist, 
Aylesbury/High Wycombe area. 
PaLMER, J. R., M.8. Lond., D.P.M.: assistant psychiatrist (s.H.M.0.), Fair 
Mile Hospital, near Wallingford, Berkshire. 
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*V-CIL-K’ brand penicillin V potassium gets off to a 
quick start with absorption rates so rapid that peak 
4 blood levels are achieved within thirty minutes. 
ne Moreover, these levels are consistently higher than 
those given by any other kind of oral penicillin. 
Fully effective orally, ‘V-CIL-K’ combines the rapidity 
of the parenteral route with all the advantages of 


oral treatment. 


Ihe dose is 125-250 mg. four times daily. Available as 


tablets of 60 mg., 125 mg. and 250 mg. 


: 'W-CIL-K’' 
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Intra-uterine 
pressure 


recording 
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INTRA-AMNIOTIC 








The absolute measurement of intra-amniotic pressure 
presents a scientific approach to the old problem of the 
diagnosis and treatment of abnormal uterine action 
during labour and is of particular value in the control 
of inductions. 

It is an added advantage if such measurements can be 
made continuously and accurately without discomfort 
to the mother. 

The conditions of accuracy and patient comfort are 
fulfilled by the new Stanley Cox Guard-Ring Tocograph 
which follows the design of Smyth, C.N., (1957). The 
pressure head and guard-ring are applied externally to 
the abdomen over a small part of the uterine wall and 
remain unaffected by skin tension or muscle action. 

Pressure is recorded to an accuracy of + | cms. water. 

Single and double channel models are available and a 
hydrostatic adaptor may be fitted to the pressure head 
for internal measurements by catheterization. The two 
measurements may be recorded simultaneously with 
the double channel equipment. 

Further information, and references to published 


work, will gladly be supplied on request. 
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Trace shows improvement 4, pasnnedfon _ 
in contractions during j 
controlled Oxytocin - 


Infusion. 


Stanley Gas Limited 


PHYSIOTHERAPY EQUIPMENT 


ELECTRO-MEDICAL APPARATUS & 


Electrin House - 93/97 New Cavendish Street - London - W.I. 


Telephone: LANGHAM 4551/6 
















































Telegrams: Stanlicox Wesdo 


10 MINUTES 20 
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HER MAJESTY’S OVERSEAS CIVIL SERVICE 
(MEDICAL BRANCH) 


= 
NORTHERN NIGERIA 


pe 
VACANCIES FOR MEDICAL OFFICERS 


Officers selected may be required to take charge of fair-sized hospitals. They may also have to tour 
medical areas or to undertake Rural Health duties, which involves living under “‘bush” conditions. 





Women may apply. 
The work relates preventive medicine to clinical practice and involves both. 
A full and varied life of absorbing professional interest. 
Pleasant living conditions: dry, high and generally healthy for Europeans. Good sporting facilities. 
Quarters at low rental rates. Income Tax at low local rates. 
Permanent appointments available carrying non-contributory pension, with opportunities for paid 
study leave in United Kingdom. 
“R” practitioners, i.e. practitioners liable for call-up under the National Service Acts, may apply 
and, if appointed, will be granted indefinite deferment of call-up on completion of two years’ service. 
SALARIES for permanent Medical Officers in scale from £1,212-£1,950 per annum; starting 
salary according to experience. Doctors possessing appreved higher qualifications receive additional 
increments of salary. Staff pay of £100 per annum for officers employed in posts in which private 
practice is barred. 
Promotion prospects to posts carrying superscale salaries. 

SHORT TERM (Non-pensionable) contracts on enhanced salary scale of £1,434-£2,286 per 
annum starting salary depending on qualifications and experience. Gratuity on termination of 
contract. 

National Health Service Superannuation rights can be preserved. 

Oversea tour of 12-14 months, according to age, and generous paid leave. 

Free passages for doctor and wife, and cost of passages for children to maximum of one full fare. 


Allowances for children of £120 per annum for first child, £96 per annum for second, and £72 per 
annum for third. 


Clothing allowance of £45 on appointment (within salary limits). Baggage allowance and travelling 
expenses in Northern Nigeria. Disturbance allowance (when moving stations). Touring equipment 
allowance £40. 

The Office of the Northern Region of Nigeria, Nigeria House, Northumberland Avenue, London, 
W.C.2, would be pleased to answer questions relating to conditions of service, climate, etc., in the 
Region. 


Apply to:— 
DIRECTOR OF RECRUITMENT, 
Colonial Office, 
Great Smith Street, S.W.1, 
quoting BCD 117/408 /03. 
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Availability of 
Vitamins in Yeast 


Deficiencies of single factors of the Vitamin B 
Group do not occur. Accordingly, even if a deficiency 
condition appears to result from the lack of an 
individual factor of the group and it is considered 
necessary to give intensive treatment with this factor, 
the entire Vitamin B Complex should always be 
administered concurrently 

It is, however, extremely important, in view of 
suggestions in recent publications, that the vehicle 
selected as a source of the entire B Complex does 
not withhold its vitamin content from the patient 

Human experiments show that the rich, natural 
vitamin potency of Aluzyme is totally available to 
the human system. 

@ Aluzyme is not advertised to the public and may 

be prescribed on form E.C.10. 


ALLUZYME 


NON AUTOLYSED YEAST 
with completely available Vitamins 





Have you had your free copy of “The Therapeutic and Nutritional 
Value of Brewers’ Yeast"? 


Professional Samples and Prices on request from:— 


ALUZYME PRODUCTS 
PARK ROYAL, LONDON, N.W.10. 








Announcing 


The manufacturers wish to advise doctors that Alfonal milk 
in tins is now available from Pharmacists. 


Tana 


Regd. 


A New Vegetable Fat Milk 


This is the only vegetable fat milk on the market to-day 
recommended for all adults and children who cannot tol- 
erate animal fats and who have difficulty in digesting these 
fats. It is especially recommended for Thrombosis patients 
because of its corn oil content. 


Alfonal is recommended by Doctors and 
used in Hospitals 


Available through Boots and other good 
chemists 


In handy size Tins containing 15 fl. oz. 


Retail price 1 = per tin. 





Manufactured by Literature sent on request 


ALFONAL LTD., Shell-Mex House, Strand, London W.C.2. 
Tel: COVent Garden 2211 























Triplets thrive on 
‘REGAL’ 


In addition to its growing acceptance as a most 
suitable bottle-feed for normal full-term babies, 
there is ample evidence of the value of 


evaporated milk for feeding prematures 
f : 


Very tangible evidence 


* Regal , 


indeed of the progress 


1 1 
evaporated milk is given by these 


made on 


triplets Martin, Lindsey and Linda who at birth 


weighed 4 lb. 4 0z., 4 lb. 15 oz. and 3 Ib. 13 0z 
ired here at 74 months, their 


16 lb 


respectively. Picts 
weights were 16 |b. 6 oz., 14 oz. and 
13 lb. 6 oz. Their mother writes :.“‘ There are 


not three bonnier babies anywhere. I am more 
than pleased with the casy and convenient way 
the ‘Regal’ feeds are made 


LANCET |. 907, 1949 
2. PRACTITIONER, 979 VOL. 144, |The 








REGAL FULL CREAM 
EVAPORATED MILK 


is safest because 


* IT IS STERILISED IN THE SEALED CAN 
* ITS QUALITY IS CONTROLLED BY THE 
UNITED DAIRIES CENTRAL RESEARCH 
LABORATORY 


dairy laboratory in the Commonwealth 


the largest privately owned 


Send for informative booklet 
“REGAL EVAPORATED MILK 
FOR BABY FEEDING” to 


NUTRITION DEPT + WILTS UNITED DAIRIES LTD - TROWBRIDGE - WILTS 


“British Milk for British Babies’ 
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BURSON» : 


Surgical Stockings 
Specify “Burson” for | 
Two-Way Stretch | 

* Uniform tension, easily adjustable | 


* Strength at points of greatest strain | 
* Lightness and coolness for comfort ON YOUR WAY HOME 
* Expert fashioning for exact fitting 
Burson Elastic Stockings are made from the finest Home, we mean, from that transatlantic 
*Lastex” yarn to give them a special two-way 








, : conference. Are you flying? There’s a 
stretch. And the complete size range of Burson , 
> "tee . | ; ; 

Hosiery ensures a perfect fitting in every case. way of stopping off in Bermuda, too, 


for as long as you like, at no extra cost. 
Dad BRAS And, even if you go by sea—well, 
you can’t be so near to a holiday 

in the sun and not go ahead and 


From 
take it. All that vitamin D! 


\Y 
——— 8 U 
402 
"4 Socking F Write to us for details. 
’ 
KW WK each Or consult your travel agent. 


| BERMUDA TRAVEL INFORMATION OFFICE 
| Rex House, 6 Lower Regent Street, London, S.W.1 





Measurement Forms and Literature gladly supplied on request. 
Sole Distributors: FASSETT & JOHNSON LTD., | 
86, Clerkenwell Road, E.C.1; also at 6, Crow Street, Dublin | 


QUEER Wy || HEIGHAM HALL, NORWICH 


PRIVATE MENTAL HOME for Nervous and Mental iliness. All types 
Non Allergic of treatment carried out. Accommodation for Alcoholics and Addicts 


lable. S$ 1G t Unit » 2 from 7 gns. per week 
BEAUTY PRODUCTS available. Special Geriatric Unit now open. Fees fro 9 


upwards according to requirements. 
THE SAFETY FACTOR IN Apply to Dr. J. A. SMALL Telephone: Norwich 20080 
EVERY DAY MAKE-UP sine sins ee 


Queen beauty products form a complete range 
of toilet and beauty preparations, including 
lipsticks, specially for those women who 
have sensitive skins. Queen products con- 
tain no orris in any form, nor any other 
skin irritants AND ARE RECOMMENDED 
BY THE MEDICAL PROFESSION. 
Obtainable from John Bell & Croyden, 

50 Wigmore Street, W.1, and 


















| 

| : 

| WYKE HOUSE HOSPITAL 

| ISLE WORTH, MIDDLESEX 

Telephone: EALing 7000 

| A private home for the individual treatment of all forms of 


other chemists. < “ : 

Write for Price List to:— (s nervous and mental illness, including alcoholism. 
BOUTALLS CHEMISTS LTD. é . > -§ “CKE G.W.S £., M H.B 
60 Lambs Conduit St., London, W.C.1 — S. PULLS, 1D. rs SE 














ST. ANDREW’S HOSPITAL tenrat cisonoers 


PRESIDENT: THE EARL SPENCER 
MEDICAL SUPERINTENDENT: THOMAS TENNENT, M.D., F.R.C.P., D.P.H., D.P.M. 


This Registered Hospital is situated in 130 acres of park and pleasure grounds. Voluntary patients, who are suffering from 
incipient mental disorders or who wish to prevent recurrent attacks of mental trouble; temporary patients, and certified patients 
of both sexes are received for treatment. Careful clinical, biochemical, bacteriological, and pathological examinations. Private 
rooms with special nurses, male or female, in the Hospital or in one of the numerous villas in the grounds of the various branches 
can be provided. 7 

WANTAGE HOUSE. This is a Reception Hospital in detached grounds with a separate entrance, to which patients can be 
admitted. It is equipped with all the apparatus for the complete investigation and treatment of Mental and Nervous Disorders by 
the most modern methods: insulin treatment is available for suitable cases. It also contains Laboratories for biochemical, 
bacteriological and pathological research. Psychotherapeutic treatment is employed when indicated. 

MOULTON PARK. Two miles from the Main Hospital there are several branch establishments and villas situated in a park 
and farm of 650 acres. Milk, meat, fruit, and vegetables are supplied to the Hospital from the farm, gardens, and orchards of 
Moulton Park. Occupational therapy is a feature of this branch, and patients are given every facility for occupying themselves in 
farming, gardening, and fruit growing. 

BRYN-Y-NEUADD HALL. The seaside home of St. Andrew’s Hospital is beautifully situated in a park of 330 acres, at 
Lianfairfechan, amidst the finest scenery in North Wales. On the North-West side of the Estate a mile of sea coast forms the 
boundary. Patients may visit this branch for a short seaside change or for longer periods. The Hospital has its own private bathing 
house on the seashore. There is trout-fishing in the park. 

For terms and further particulars apply to the Medical Superintendent (TELEPHONE: Northampton 4354 (3 lines)), who can be 
seen in London by appointment. 
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CLIFFDEN, TEIGNMOUTH 


For the early treatment of nervous disorders and patients needing rest and care 


Beautiful garden and own dairy in 35 acres 


A well-appo 


In the same grounds, ROWDENS, a comfortable house with lovely views 


nted House with spacious balconies and extensive views of the South Devon Coast 


Private road to the beach 


There is also a charming house, EBWORTHY, MANATON, DARTMOOR, situated in 25 acres, 1100 ft. up for bracing moorland air 
Resident Physicians —BERTHA M. MULES 





M.D., B.S 


ANNE 5S. MULES, M.R.C.S., L.R.C.P. 


Telephones—TEIGNMOUTH 289 and 537. 


THE MEDICAL PROTECTION SOCIETY .Limitep 


Over 60 years experience in medical defence and protection 
Complete Indemnity granted to members in cases undertaken on their behalf 
ANNUAL SUBSCRIPTION: £1 for first three years for newly qualified entrants and £2 thereafter 


Full particulars from the Secretary (Dr. Alistair French), Victory House, Leicester Sq., W.C.2. Gerrard 4553 and 4814 








Vacancies 














ACADEMIC AND EDUCATIONAL Page | Nort ton. Creat =r. H.O 4 | Leeds R.H.B. Locum Regs 53 
SECTION 44 = ‘ Western KR.H.B. Reg 6 Leeds R.H.B. Regs 52 
Sk Grassingt =r. H.O 6 | Lincoln County. H.O 3 
een gy ae i @ West Met. R.H.B. I Llwynypia, Rhondda. H.O. 53 
i r E14. I Seat eed 17 =r. H.M.O 46 | Middlesbrough. Hemlington. H.O 4 
oO eas Be - é H.O 47 xt ige (hest Clir Locum Reg 7 Mitcham, Surrey Wilson H.O 4 
< I Met RH B. | * G> | Wakefield. Pinderfields Gen. Sr. H.O 8 | Newmarket Gen. H.O 4 
S I n Hos . ‘ & West Fife Hosps. B.o.M. Jr. H.M.O . Northwood Mount Vernon. H.O.'s 4 
i, 3.W.4. Reg {7 | CLINICAL PATHOLOGY | Son United Hosps Prereg- 
4 a F. y b ks Aas Royal Free, W.C.1 Regs 4 Nottingham City H.O 4 
sospe. H. oo | =; 4 | DENTAL SURGERY | Nottingham Gen. Pre-reg. H.O.’s & 
HO. : ad ’ sq | Eastman Dental Hosp. & Inst. of Locum 4 
ming . cr H.O. 43 Dental Surgery, W.C.1. Reg 46 ros County & City Gen. Hosps 
Irner Royal Victoria. Reg. 49 | DERMATOLOGY |. 0-8 , ‘ ' 
zhton & Lewes H.M. I n Roval Free, W.C.1 P.-t. Ree 47 | I a ypridd & Rhondda H.M.C. r. - 
Burnley & Dist. HMC. St 1.0 '’ | EAR, NOSE, AND THROAT | Portsmouth Group H.M.C. Sr. H.O. 55 
eater Gr » HM Locum & Dreadnought Seamen's, S.E.10. P.-t | Rochdale & Dist. H M. H.0.'s 5 
H.M.O. or Sr. Re : P Clit ~ 46 | Rochford, Essex. Gen. Locum Sr. 
ev Shoustahten & Din. te Ue Birmingham R.H.B. Reg $3 | HO 
East Anglian R.H.B. Con: 3; | Birmingham | d Hosps. H.O.’s is | Ryde. Royal I.W. County. Pre-reg. __ 
eds R.H.B : m Regs - Blackburn & Dist. H.M.( sr. H.O 49 | H.O ; 56 
ds RHB. } = 4; | Glasgow. Stobt Gen ) 1 | Salisbury Gen. H.O 6 
is RHB. Regs , | Leeds R.H.B. Reg 2 | Scotland. Western R.H.B. Regs. 56 
M hester. South Ma! ster H.M< “: Perth County & y Ge Hosps. H.O | Sheffield ity Gen. Reg 56 
_ H.O , sr. H.O 55 Sheffield KR.H.B. P.-t. Cons. ‘ 16 
‘ on Hosps. Sr. H.O , | Shrewsbur Eye, Ear & Throat | Shrewsbury. Royal Salop Infy./Cop- 
am Cit Ri : ‘ =r. H.O 56 | thorne H.0O ; 6 
Oxt R.H.B. Reg ’ |} Southampt Royal & h Hants ; Southport Gen. Infy. H.O.'s »7 
ae ee Seat , & Gen. Hosps. Sr. H.O. 7 | Stoke-on-Trent. City Gen. H.O. 57 
~ a HO 6 ; | St. Aswpl H.O 7 Stoke on-Trent. North Staffs Royal 
y eer ‘ — p nfy. Pre-reg 0 7 
er aa O H.M | Seaentee _- Sion, he , Swindon & Dist. H.M.C. H.O. 7 
ridd & 1 ida HMC. § | Hornchurch. St. George’s. Jr. H.M.O. 52 | Wakefield. Pinderfields Gen. Locum 
neothos Vester BLD. 1 5 | Bedtentes, MES ae (82 | Wien lee EMO. Boose, BD. 56 
= Dues M ; oe Bo O ( it a Ss & Dis H.M.< or. H.O ; | Windsor. King Edward VII. H.O. 58 
= r F _ t Vatf a She della Sr. HO ° Wolverhampton New Cross. Sr. 
a] a I By - : — P H.O. & Pre-reg. H.O.’s 8 
Stok ew ~ a pe | j INFECTIOUS DISEASES Wrexham. Maelor Gen. & War Mem. 
- Sr. HO . | Glasgow. Be lere. Pre-reg. H.O l Hosps. H.0O.'s 9 
& Somerset cr H.O * Ipewich. St. Helen's. H.O. 2 Nairobi H.H The 4ga Khan 
‘Peace M Sr H.O - | Plymouth. Seott Isolation. H.O ) Platinum Jubilee Hosp. R.M.O. 9 
\ roup H.M.« Reg * | LARYNGOLOGY AND OTOLOGY NEUROLOGY 
Vinds King Edward VII. Locum Liverpool R.H.B. P.-t. Cons § Wakefield Pinderfields Gen. Sr. 
Heg s Liverpool United Hosps. P.-t. Cons 15 H.O ‘ 8 
Vor ne H.M. Keg x . 
New Z Otago H — MEDICINE 2 _ | NEUROSURGERY 
Asst. I tor & t 16 Mildm Mission, E.2 Pre-reg. H.O 17 Regional Neurosurgical Centre, S.E.18. 
“t. Mary's, W.2. Reg 47 sr. H.O. 47 
BACTERIOLOGY | Alt te = H.O. ix Manchester R.H.B. Cons 16 
H s. for Dis f Chest Al leen Gen. Hosps. B.o.M. Reg 48 | Swanse orriston. 8S ( 57 
on zs Psat’ ‘ icmieatien aCe Rees 48 wansea Morr n. r. H.O. 
, | Blackburn & Dist. H.M.< “r. H.O 49 OBSTETRICS AND GYNACOLOGY 
, — = ay or H.O 7 Bradford St. Luke's cum Sr Central Middlesex, N.W.10. Reg. .. 46 
' : E18. Sr. H.0 47 H.O 49 | Lambeth, S.E.11. H.O. $7 
~ } 3.E.18° Sr. H.O 37 | Burnley & Dist. H.M- H.0.'s 49 | Wandsworth Hosp Group. Reg is 
} ng RH. oe ‘ en. Sr. H.O 49 tishop Auckland. General. H.O 49 
Officer 4 Kent & Canterbur Sr Burnley Gen. H.O. 49 
Ses | ated , Hert ‘ 10 | Canterbury. Kent & Canterbury. H.O. 50 
1 . ir. H.M.O . Royal West Sussex. Reg. 0 | Cardiff. St. David's. H.O oa aan 
&i Dunstable. Sr. H.O ” ‘ Group H.M. Sr. H.O. 0 | Cheltenham Maty. Jr. H.M.O. 0 
~ pate Mor r Dewsbury Gen. Pre-reg. H.O 0 | Edgware Gen. H.O.'s 51 
H.O 4 - { cliffe Gen. H.O.'s 0 | Edinburgh. Northern Group of Hosps. 
rwich United H Sr. H.O. & tiding Gen. H.O of) H.O ~~ 
Pre-reg. H.O : ‘ | dge & Dist. Sr. H.O. Isleworth. West Middlesex. Heg. 52 
Sottingham Gen. Sr. H.O h - 50 | Leeds R.H.B. P.-t. Cons " 45 
2 tetas egg - } Jr. H.M.O 51 | Leeds R.H.B. Regs .. $2 
Cornwa Sr. H.O Oo 51 | Middlesbrough North Ormesby. 
Poole Ge m 8 H.0 m. Sr. H.O 51 =r. H.O . 53 
Rocheste st. | an ti teven Gen. Sr. H.O. Northwood. Mount Vernon. H.O. .. 54 
H.O ' 51 Norwich United Hosps Sr. H.O. & 
Southend-on-Sea. (¢ remo. } reg. H.O 2 Pre-reg. H.O . 84 
& Sr. H.O i e . H.O 2 | Paisley Hosps. Maty. Unit. H.O.’s 55 
Taunton & Som ‘ Sr. H.O * War Mem. Pre-reg | _ > om & Rhondda H.M.C. Sr. : 
4 ‘ nf [. uO a 2 o " 
Wingo __ ee Saar ii: "Ree ® | High Wycombe. War Mem. Sr. H.0. 52 | Rochford, Essex. Gen. Locum Reg. 5 
Hitehir Lister H.O 2 | Rustington, Sussex. Zachary Merton 
CHEST AND TUBERCULOSIS Huddersfield Royal Infy.  Pre-reg. | Maty. H.O 56 
Carshaltor St. Helier. Sr. H.O ) H.O4 52 | Scotland. Northern R.H.B. Sr. Reg. 56 
‘ ester Group H.M.C. Sr. H.O ) | Diford. King George. Pre-reg. H.O. )2 | Scotland. Western R.H.B. Regs. 56 
Halifax Area H.M.( Jr. H.M.O l Kilmarnock Infy. H.O.’s 52 | Slough. Upton. H.O. 56 











THE LANCET 


ADVERTISERS’ 


ANNOUNCEMENTS 


5 juLy 1958 





southampton ¢ Pre-reg. H.O 

Wrexhan lrevalyn Manor Mat 
H.O 

Dublir ~t Ker s. Rew 

Northern Ireland Hosps. Aut! Regs 

OPHTHAL a OG y 

Birmingham d Hosps H.O.’s 

Brighton Sussex Eye sr. H.O. & 
H.O 

Maidstone Kent County Ophthalmic 
and I sr. H.O 

Manchester R.H.B. | n P.-t. Cons 

Manchester R.H.B. P.-t. Cons 

Manchester United Hosps Reg 

Romford Group H.M.( I Clir 
Asst 

Scotl Western R.H.I Reg 

ORTHOP £ADICS 

Aberdeen Get Host B.o.M Sr 


Amersham Ger sr. H.O 

Ashford, Middx. H.O 

Brighton Gen. Pre-reg. H.O 
Brighton Ger =r. H.O 

jurniey & Dist. H M.( Sr. H.O. 
Burt Ir Gt Pre-reg. H.O 
Durham Count Sr. H.O. & H.O 

I Anglian R.H.1 Keg 

cir aby 


H.M.¢ 


xd Group 


"War 

Northern Ireland Hosps. Au 

PAZDIATRICS 

Queer EK! 
Hi ) 


zabeth Hosp. for Chil 





Mandeville 
ast 


oke 
ith & | 


H.M.( 


enbrooke’s 


Sr 


H.O 


chool for 


Med 


~~ 


Supt. 


Hall Ct 


H.O 
reg. H.O 





! Pre 
H.M.¢ H.O 
Rhondda H.M.C, Sr. 


Oldham & Dist 
Pontypridd & 

H.0 ‘ 
ip H.M.C. Pre 


Pe nouth Gror reg. 
H. ) 

Sto m-Tre City Ger Pre-reg 
H. 0 

Wi rhampton. Royal. Pre-re H.O 

Wre xhan Maelor Gen H.O 


PATHOLOGY 


Greenwich & Deptf 1 & Seamen's 
Groups. Sr. H.O 
ndon Chest, E.2. Reg 


Lo 
Royal 


College of Surgeons & St. 
James’ Hosp., S.W.12 Reg 
W hipps Cross, ll. Sr. BLO 
Ashford mace. Sr. H.O 
Birminghar ted Hosps. Sr. H.O. 
Canterbury Kent & Cant rbury. 
Sr. H.¢ 


J 

Leeds R.H.B . H.M.O 
Liverpool R.H.B. Cons 
Manchester. Crumpsall H.O. 
Manchester R.H.B H.M.O 
Manchester United Hosps 
Pontypridd & Rhondda 

H.O 
Sheffield United Hosps 


Sr. H.O. 
H.M.C. 


. H.M.O. 


| 





hild’s Dept., W.10. H.O.'s 


n Mary’s Hosp. for 


ildren’s. 


7) 


n 
59 


Watford Gro 


up 9 Pathological Lat 


sr. H.O 
Canada Regina Gen. Asst. Residents 
PHYSICAL MEDICINE 

orthing Group H.M.C, & Chichester 

Group H.M.C, Reg. & Locum 
to ASTIC SURGERY 

toval Free, W.C.1 P.-t. Cons 

gham KR.H.B. & | ted Hosps 





irinstead. Queen Victoria. H.O. 
PSYCHIATRY 
North West Met. R.H.B. P.-t. Cons. 
$1 Calderstones. Jr. H.M.O. 
ll Saints’. H.O. 


R.H.B 


“verails,. 


heg. 





Dev Zes8 Roundway 





Dundee Royal Mental. 

Edinburgh Royal Edin 
for Mental & Nervous 
Sr. H.O 


. H.M.O. 


Glasgow Royal Mental 
Leeds R.H.B. Locum R a 
Leeds R.H.B. Regs 
Manchester. Prestwich. Jr. H.M.O. 
Manchester R.H.B H.M.O. 
Scotland. Western R.H.B. Reg. 
Sheffield R.H.B. ¢ 






Shrewsbury. Shelton Mental. Jr. 
H.M.0O. 

South I ist Met. R P B. Reg. 

Sutts Beimont um Reg. 

Nort hern Ireland Mae Auth. Regs. 


RADIOL OGY 

East Anglian R.H 
nehester R.H.B. 
News R.H.B 
Scotland. South-t 


P.-t. Cons? 


B. Reg. 
(Cons. 
astle Cons 


R.H.B. 


astern 


Sheffield United Hosps. & R.H.B. Sr 
Reg 

Northern Ireland Ho Auth. Regs. 

RADIOTHERAPY 

Marie Curie, N.W H.O 


Free. W.C.1. Sr. H.O. 
Western R.H.B. Reg. 


Royal 


Scotland 


SURGERY 


Bolingbroke, 8.W.11. Locum Reg. 
Bolingbroke, S.W.11 Reg. 
Full W.6. H.O.’s 


“am, 
lands Gen 


High 


Mildmay Mission, E.2 reg. H.O 
Nelson, S.W.20. H.O : 
Putney, 8.W 15 Reg 

Royal Marede: S.W.3. H.O 

St ark’s 1. P.-t. Cons 

st Mary's Women & 


Vanstead, I 


H.O.’s 


West London, W.6 

Aberystwyth. Gen. Sr. H.O. 

Avlesbury Royal Bucks. H.O. 

Barnstaple North Devon Infy. Pre 
reg. H.O. 

Barry Accident & Surgical. Sr. H.O. 

Beckenham, Kent Pre-reg. H.O. 


Bedford Gen. H.O 

Beverley. W est wood. H.O. or Sr. 
H.0. 

Birmingham R.H.B. Locum Sr. Reg. 

Birmingham R.H.B. Reg. 

Birmingham United Hosps. Reg. 

Birmingham United Hosps. Sr. Reg. 

Bishop Auckland. General H.O 

Blackburn & Dist. H.M.C. H.O 

Blackburn & Dist. H.M.« H.O 

Brighton Gen. H.O. 

Brighton. Royal Sussex County. Pre 
reg. H.O 

Bristol. Cossham Mem. Sr. H.O. 


M.C, 
Mary 


H.0.'s 
8 Hosp. 


Dist. H 
Queen 


Burnley & 
Carshalton 
Child “R eg. 
Cheltenham Gen 
Chesterfield Royal 
Colchester Group 
Coventry. Gulson 


for 
H.O 
H.O 
H.M.C, 
Pre-reg. 


H.O. 
H.0O. 
i 


Driffield. East Riding Gen. H.O 
Dudley. Stourbridge & Dist. Sr. H.O. 
& Pre-reg. H.O.’s : 
Epping. St. Margaret’s. Sr. H.O. 
Epsom Dist. Pre-reg. H.O.’s 
Glasge yw. Royal Hosp. for Sick Child. 
reer , 1.0.'s 


Hastings. Royal East Sussex. Locum 


Pre-reg. H.O. or Sr. H.O. . 
Hastings Royal East Sussex. Pre- 
rex. H.O. os ° 
Hemel Hemps tead. West Herts. Pre 


H.O.'s 


reg 


Hertford County. Pre-reg. H.O.’s 
Hexham Gen. Jr. H.M.O. 
High Wycombe War Mem. H.O. 


Lister. H.O. 
Royal Infy. 
Pre 


Hitchin. 
Huddersfield 
Hull. Kingston Gen. 


H.O. : 
reg. H.O... 











B.O. «0 ~~ 
ik. H.O, oo & 
H.O. 5 





9 
, 


Ipswich & East Suff 


le wort West Middlesex. 
weds R.H.B. Locum Regs. .. 
ecds t nited Hosps. Sr. Reg. 


ty. H.O.’s 

Mossley Hill. Sr 
Gen. Sr. fF 
rth Suff 


Kent Gen. 


neoin Coun es we 
sms oe BO 
1.0. 

=r. 


Pre 


oughboroug! 
owestoft & No 
West 


° 
3 
os 
b 
5 
2 
} 


I 

I 

I 

I 
Liverpool 
I 5 
I H.O. 5: 
N reg. 


Hall Child’s. 


Sr. 0.0. & H.0. .. 
Manchester R.H.B. Reg. 
Manchester R.H.B. Reg. 3 
Manchester. Withington, Sr. H.O 3 
Middlesbrough Ger Sr. H.O. . 64 
Middlesbrough. Hemlington. Sr.H.O. 54 


Middlesbrough. North . Ormesby. 

H.O 53 
Northwood. Mount Vernon. H.O. 54 
Norwich United Hosps. Pre-reg. 

H 0.8 ‘ - 54 

ingham Gen. Sr. H.O. & Pre-reg. 

‘H 0.'8 54/55 
Orping » Kent. Pre-reg. H.O. . 8 
Paisley. Royal Alexandra  Infy. 

H.0.’s ° 55 
Perth County & City Gen. Hosps. 


H.0. , .- 65 
South Devon & East Corn- 


sr. 


Plymouth 


wall. Pre-reg. H.O.'s ‘ ‘ 55 
,ortsmouth Group H.M.C,. Pre-reg. 

H.0O.'s 55 
Redhill. East Surrey. Pre-reg. H.O. 55 
Romford. Rush Green. H.O. . & 
Romford. R i Green. Locum Reg. 56 





Romford. Rush Green. Locum Sr. 
H.0. ne om 
Rotherham. Moorgate Gen. Locum 
Sr. H.O. ; ; 
Rugby Hosp. of St. Cross. Pre-reg 
H.O. »- 6&5 





Ryde, Royal I.W. County. H.O. or 
Sr. H.0 ; : a. 
Salisbury Gen. Sr. H.O. or H.O. & 
H.O 56 
Scotland. Western R.H.B. Regs. .. 56 
Sheffield United Hosps. r. H.O. or 
H.O . 86 
Shrewsbury. Royal Salop Infy./Cop- 
thorne. H.O ~é co & 
Southport Gen. Infy. H.O. .. . 87 
Stafford. Staffordshire Gen. Infy. 
Pre-reg. H.O. ‘ - o. 
St. Albans City. Reg. as ae 
Stoke-on-Trent North Staffs Royal 


Infy. H.O. ; 
Taunton & Somerset. Pre 
Tredegar Gen. H.O. 
Tunbridge Wells. Pe mbury. 

a) 


-reg. H.O.’s 57 


Pre-reg. 


Watford. Peace Mem. Pre reg. H.O. 57 
Weston-super-Mare Gen. Pre-reg. 
H.0O. - 8 
Wigan & Leigh H.M.C. Sr. H.O. & 
Pre-reg. H.O.’s s* ; 8 
Wigan Royal Albert Edward Infy. 
Pre-reg. H.O. os 8 
Windsor. King Edward VII. Locum 
Reg. 58 
bad ag ampton. New Cross. Pre reg. 
H. , se o° 58 
Wabvetinniotes: Royal. Pre-reg. 


O.’s ye ee é 58 


I 
Worthing. 


H.O. ’ 8 
Canada. Regina Gen. Asst. Residents 
& Residents .. ; < . 59 
Nairobi. H.H The Aga Khan 
Platinum Jubilee Hosp. R.S.O 9 
THORACIC SURGERY 
London Chest, E.2: Sr. H.O. or Reg. 46 
Nottingham City. Sr. H.O... 54 


Pinderfields Gen. Sr. H.O. 
MEDIC INE 
Roehampton ) 


Wakefield 
TROPICAL 
Queen Mary’s 
Jr. H.M.O. 
UROLOGY 


, 8.W.15. 


St. Peter's, St. Paul’s & St. Philip’s, 
W.C.2. Sr. Reg. ‘ .~ 7 
GENERAL 
Canada, Oakville-Trafalgar Mem. In- 
ternships _— 59 
Canada. Region Gen. Jr. Rotating 
Internships ‘ > “ee 
New York. New Rochelle. Interne- 
ships ‘ 59 
PUBLIC APPOINTMENTS 59 
GENERAL PRACTICE 60 
60 


MISCELLANEOUS 
Terms and Conditions of Service of 
Medical and Dental Staff apply to 


unless 


The 
Hospital 
all N.H.S. hospital posts we advertise, 
otherwise stated. Canvassing disqualifies, but 
candidates may normally visit the hospital 


by appointment. 








VERTISERS’ 


i AN( 
Academic and Educational 
- UNIVERSITY OF LONDON 
\ ~ Hi 


ies H ~ 


LONDON SCHOOL OF HYGIENE AND 


MEDICINE 


TROPICAL 


; ‘ 
Hye \ 
- 29 e 2 ) 
‘ ‘ 
vn Mi K 1 
t Aug 48 
ST. MARK’S HOSPITAL 
THE UNIVERSITY OF LEEDS 
\ I M 
5 , xir 
TANCRED’'S STUDENTSHIPS 
- ~ 
Ex 59 
I 
4 zk 


F . . re I , > 
MEDICAL RESEARCH COUNCIL require a Bacteriologist, 


I 


POS TeRseve ts MEDICAL SCHOOL OF LONDON, 


ST. GEORGE'S NOSHE TAL MEDICAL SCHOOL (Uni- 


EI MEDICAL) IN HISTO! 


Ist Angust 


THE UNiveD CARDIFF ee ee 
k 


ESEAI Hf FELLOWS 


"Y Inf I 
| I ! I 





\THOLOG 


j 
¢ 

Medical Profes- 
r " vited for 
IN MEDICINI 
( f Medicine 
f 
¢ ‘ 

‘ B , 
"9 , , 


ANNOUNCEMENTS 


1958 


5 JULY 


EDINBURGH UNIVERSITY GENERAL PRACTICE 











rEACHID NIT rhi irrying out a detailed ob analysis 
ina rbidity stud tthe work of ombined ‘ ompris 
ing patient \ ee l ualified RESE ARCH ASSIS 
ANT tired f " i fl we rc ist October 
be l I b f As well a 
x it 8} fle d ‘ I il the Direct 
east pI ‘ be give f dying 
tht ng 1 ‘ met { t 
I f ‘ K ippl ing 1 x el 
Al giving , " le as tl 
vires I ire v t I ‘ e Teaching Unit 
‘9, Cowgate, Edinburgh, not ter than 1 August, 1958 
ptt UNIVERSITY GENERAL PRACTICE 
rEACHIN rhere w be a ' n tl Unit for 
rRAINEI! ASSIS’! ANT und t litions of the Nat | 
} iltl = \ ‘ t vit fYe« f October 1U58 
Ap ful e Dire 
Edit K { \ ( | I { ) 
virat Edinburg t t ! Aug 1958 
eVENSITV OF pe fey equate ger herd of Medicine. 
Appl vite t of W e LECTURER 
IN OBST rRi s AND GYNE OLOGY ni to work 
‘ t Profess ( » begit i “ 
= img “uv tly | FSS f 
4 ! KZ x « I 1 ns 
4 ; wrest i f eferes 
" t 18 1958 \ tant 
R I M scl E g f . 


Feoulty of Medicine. 


Appl vited WW é LE rURER 

IN. MEDI IN} ‘ ! juties it Medical 

Prof I t of the Quee k bet Hospit 1 ere ‘ 

i f 
= ge £90 1950) | nd f ‘ 
x “ x f i 

\ ) pic y f 3 referees 

it er j 1958 Assistant 

Reg I Med s I w l r" ‘ ! 
a l™ ty i 


runny of Medicine. 








‘ df the post of WI ‘ LEA rm RER 
IN RGERY with I duties ir f urgical 
| nit of O n fk H I ful 
. : r beg iutie st t 
0) 58 did tI t ‘ Dp 
I » f surge rage ( 1 fa 
t within I > xe 
£19 PF .S.S if ‘ ley ling we 
ext 1 
N I 3 t rece y 
ADI ; Z ‘ he ‘ ‘ 
j t 1s ! 1958, to \ 
Reg I Me = I al ] f I \ 


Applications are invited 
ASSISTANT LECTURE! Grade III) or 





1 F yg ficat snd 
xp re ‘ t ind ! n’'s 
Ay of efe ild be forwarded 
, 1 fr m further 1 
| y 4 I “ 
in 21 J 1958 
H. ¢ BUTTERFIE! Regist: id Secret 


Applications are 


UNIVERSITY OF CAMBRIDGE 
nvited for the pos CTOR OF RESEARCH 


f ASSIST. ANT DIRE 








I> f Med e fror Ist October 1958, t work 

f f med | hology. The appointment will be 

statu i Ordinance f the Universit ind 

“ dt x ling fir tance 

lhe f \ tb f Ke ure i 

th I) #1 g b remen f 
£1' 

, » f ph tion, together 
wit f lor. ¢ \. GRESHAM, 
~ ‘ 4 t ( ter } } ult 
Med Med - re (‘ou i, Camb tg 

iter than 16t J 1058 
THE UNIVERSITY OF LIVERPOOL. + apc mee of 
_ HO! i e invited 
fort t P RESEARCH ASSISTANT IN PY CHOLOGH AL 
Mk Di IN} t a lar within the range £1000-€1300 p 
me t jualif tions and experience The appointment 
w I ‘ e for 1 year i may be renewed for a second year 

Ap tior tating age, academ jualification nd experi 
el uret " mes of 3 referee should be received 
not ster ort j 1958. by t Registrar, from whom 
further f the conditions of appointment may be 


obtained 


THE UNIVERSITY OF LIVERPOOL. Applications are 
nvited for the post f Whole-time LECTURER in the Depart 





ment f ¢ i Healt! it n initial sa within the range 
£12 #1) cording to nalifications and experience. 
(lin esponsibilitic ind research facilities under the general 
i t f ‘ hild Health will be available 
‘ Depar will include the conduct of 
l f La hority Duties will commence 
lat © I 19 
Al tating age wad jualifications and experi 
me v ‘ t he mes of 3 referees, should be received 


ot later t n 26th July, 1958, by the Registrar, from whom 
f appointment may be 
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UNIVERSITY OF DUBLIN Trinity College. Applica- 
t re it t f t mit LECTURER IN PHARMA 
COLOGY ‘ king t Departr nt of Physiology rhe posi 
ffer f esearcl Ihe ilary will be in 
rt “142 ely Lecture will be a member of a 

} er t ) »btained from the Regist: 
Irinit ( ‘ ‘ ept py tions $ copies) until 


Ist Aug t, 19 
AUSTRALIA UNIVERSITY OF SYONEY. Applications 
ted f f LECTURER IN PHARMACO 





Lagu y Phe ‘ f Dt t “ be required to assist 
ix eterinary science and 
experience in this field. It 
ild have me research 
x \ ilar ] wology would 
t re work lepartmer Phe sal fe 
° thin the nge £A1500-£A90-£A2100 p.a plus 
t t i be ibject to deductions under 
‘ Act rhe commencing salary will be 
fixe mn d experience of the 
ff Member Housing Scheme 
nd its Banker married 

Oust 
to the method of 
PI e secretary Association of 
1 ¢ ‘ f?* ' we t 6, Cordon-square 
l ! Wd b te r the receipt of applications 
n Aust it August. 1958 

UNIVERSITY OF OTAGO New Zealand Medical 
RE i l hte h Officer Applications 


ENIOR MEDICAL RESEARCH 

















OFFICE! / i Medical Research Counc 
‘ ‘ i and have had eithe ‘ 
x r co " whe 
ling As cientif 
i e and pharma 
t tudie f psychiat 
epar ent f Psychiatry 
M y u range for 
Mi on 1 £1640 it which 
I further ulars inquiries 
t Association of Universities of 
6, Gordon-square, London, W.C.1 
API t l xiged with the Chairman, Psychiat 
Re tte riment of Medicine, Medical Scho 
Dur P v 7 f 1St August, 1955 
UNIVERSITY OF OTAGO, Dunedin, New Zealand. 
r ‘ ft t f Ota has der consideration 
thie tment of DEAN OF rH ME DI AL BACULTY 
. ( I will retir n February, 1959. 
| \ ‘ ‘ ve me applications or 
ie n. Further par 
t 4 ir, Lniversity of Otago 
= tar \ t if Universities of the Britis 
, 6. are, London, W.C.1 
4 tior i tior hould reach the Registrar 
I Dunedin, New Zealand, by 31st July, 1958 


UNIVERSITY OF WESTERN AUSTRALIA 











ENIOR LECTURESHIP IN HISTOLOGY 
LECTURI HII IN ANATOMY 
4 t for the above positions The salar 
t = | rese #A2150-£A2500 p.a 
i ge f Lect £41550-£42050 p.a. The 
re ‘ ter ed on tl yasis of the quali 
f x An allowance is made 
r ‘ ng assistance is available 
I t! ! t the method of 
e Secretary, Association of 
{ e | ( we 6, Gordon-square 
I | the of applications, 
4 Lith August, 1958 
Hospital Services: Senior Appointments 
HOSPITALS FOR DISEASES OF woes y sata tod Board 
r ie — of 


API nv 





particular! 





RESEARCH BA rERIOLOGIST for " 
‘ t ftul i Appl sae aan 
p nd i experience of bacteriology 
u I f l ear in the first instance 
I ‘ 1 furthe ‘ $ £1653 15s8.-£52 10s 
e2ize 
Ay ‘ t August, 19 t ) KENNETH 4. F. MILEs, 
“iy | | pt Th t =W.3 
NORTH WEST METROPOLITAN. ‘REGIONAL HOSP I- 
ral 
1) CONSULTA PSYCHIATRIST $} half-days a week, 
Brit Hospit f I t Nervous Disorders, 72, Camden- 
I N.W.I 
ApI tior bef 15t August, 1958 
1) CONSULTANT ANAESTHETIST, whole-time or maxi 
ul ‘ ! \ ttington Hospital, Highgate-hill, N.19 
1081 1 
Ap} bef 11 August, 1958, 
Hospit ! be ted by direct appointment 
ADI tion for tainable from and returnable to Secre 
tary, N \\ Metropolitan Regional Hospital Board, 11a, 
Portland -place V.1 
ROYAL FREE Rae dda Gray's tInn-road, W.C.1. 
Applic I d f registered medical practitioners 
for tl ppoin ent f Part-time CONSULTANT PLASTIC 
SURGEON Appl t ust be Fellows of the Roval Collere 
of Surgeor kine nad Appointment to commence Ist October, 
1958 
Applicatior giving details of qualifications and experience, 
towet rw of 3 referees hould be sent to the 
Secret tot I 1 of Governors not later than 22nd July, 
1958 
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City-road, London, €E.C.1. 
Applications invited for the post of CONSULTANT Sl RGEON 
or 4 sessions per week. Duties to commence Ist January, 1959. 

Detailed applications, names 3 referees, to reach the Secretary, 
Board of Governors, The Hammersmith, West London and St. 
Mark's Hospitals, Ducane-road, London, W.12, by 23rd August. 
BIRMINGHAM REGIONAL HOSPITAL BOARD. Whole- 
time SENIOR CASUALTY OFFICER Burton-on-Trent 
General Hospital. Salary within scale £1653-£2126 p.a. Tenable 
for 4 years. Higher qualification an advantage 

Applications (15 copies), stating age, qualifications, nationality, 
present and previous appointments and details of 3 referees, to 


ST. MARK’S HOSPITAL, 





Secretary, 10, Augustus-road, Birmingham, 15, by 7th August, 
1958 
en ae GROUP HOSPITAL MANAGEMENT 


Locum ANAESTHETIST (5 half- 
required pending substantive Consultant appoint- 
onsultant, Senior Hospital Medical Officer or Senior 
Registrar's pay, according to grading of successful applicant. 
Group covers Koyal West Sussex and St. Richard’s Hospitals, 
Chichester, and Bognor, Midhurst and Petworth Hospitals. 


COMMITTEE esthetics 
days per week 


ment ( 


Apply, Group Secretary, 174, Broyle-road, Chichester 
EAST ANGLIAN REGIONAL HOSPITAL BOARD. 
CONSULTANT ANASSTHETIST whole-time or/ maximum 
part-time King’s Lynn area Main hospital West“Norfolk and 


King’s Lynn General Hospital (146 Beds W ide 
specialty and higher qualification essential 
Applications stating age, experience and the names 
‘ s referees, to the Board's Senior Administrative Medical 
Officer, 117, ¢ road, Cambridge, by 28th July, 1958. 
Candidates invited to visit H« irrangement with 
He a ital Management Committee Sec James’ Hospital, 
King’s Lynn 
LEEDS REGIONAL HOSPITAL BOARD. 
CONSULTANT in Obstetrics and Gynecology 


experience in 
8 copies), 


hesterton 


tal by direct 





p 





retary, St 


maximum 


part-time Hud idersfield (6 sessions) and Halifax (3 sessions). 
Person appointed to reside in the Huddersfield; Halifax area, 
Initial duties in Huddersfield will be mainly obstetric pending 


the provision of additional gynecological beds in a new general 
spital at present being built 
CONSULTANT in Anesthetics—Ilkley, Otley and Menston 
8 notional half-days per week Duties mainly at Otley General 
Hospital (14 hours per week) with additional duties at Scalebor 
Park and Menston Mental Hospitals. ’erson appointed to 
reside in the Otley area. 
Whole-time ASSISTANT P 
Medical Officer grade) 
Person appointed to reside in the 
Applications (12 copies), stating age 
of present and previous appointments 
and addresses of 3 referees, to the 
Harrogate, by 29th July, 1958 
LINGFIELD HOSPITAL SCHOOL FOR EPILEPTIC 
CHILDREN. Applications are invited for the post of DEPUTY 
MEDICAL, SUPERINTENDENT Neurological or pediatric 
experience desirable. Mainly medical but some administrative 





ATHOLOGIST (Senior Hospital 
Pontefract and Wakefield. 
Pentefract area. 
qualifications and details 
with dates, and names 
Secretary, Park-parade, 


Goole 


duties. Salary according to the scale for Senior Hospital Medical 
Officers. A house is available at a nominal rent for a married man. 
Superannuable under F.S.8.N., to which pension rights are trans- 
ferable. 


marital status, full particulars of 
referees, to be sent 
Hospital School, 


Applications, stating age, 

qualifications and experience and names of 2 
to the Medical Superintendent, Lingfield 
Lingfield, Surrey. 
LIVERPOOL REGIONAL HOSPITAL BOARD. Whiston 
AND RAINHILL HOSPITALS. Applications are invited for the post of 
CONSULTANT PATHOLOGIST (whole-time or maximum 
part-time with duties at the above Hospitals. Appli- 
cants should possess a higher qualification and should have at 
least 5 years’ experience in clinical pathology including at least 
3 years in hospital pathology 


sessions 


Forms of application from Dr. T. Lloyd Hughes, Senior 
Administrative Medical Officer, Liverpool Regional Hospital 
Board, 19, James-street, Liverpool, 2, to be returned not later 


than 26th July, 1958 
VINCENT COLLINGE, Secretary to the Board. 
LIVERPOOL REGIONAL HOSPITAL BOARD. Applica- 
tions are invited for the following 2 posts of Part-time CON- 
SULTANT OTORHINOLARYNGOLOGIST 
a) Mainly at hospitals in the St. Helens, Warrington, Ormskirk 
ind Runcorn areas with some duties in the adjacent areas of 


Lancashire—7 notional half-days. 
b) Mainly at Clatterbridge Hospital with some duties at 
other hospitals in the Wirral area—5 notional half-days 
Applications are also invited for the post of ASSISTANT 


OTORHINOLARYNGOLOGIST (Consultant) for 2 notional 
half-days at Bootle, Walton and John Bagot Hospitals. The 
duties will be mainly at Bootle Hospital, and the person appointed 
will apportion his time at the other hospitals under the direction 
of the Senior Consultant in the Group 

Applicants should possess a higher qualification in 
and have wide experience in E.N.T. surgery. 

Forms of application from Dr. T. Lloyd Hughes, Senior 
Administrative Medical Officer, Liverpool Regional Hospital 
Board, 19, James-street, Liverpool, 2, to be returned not later 
than 26th July, 1958. 

VINCENT COLLINGE, Secretary to the Board. 
LIVERPOOL. THE UNITED LIVERPOOL HOSPITALS. 
Applications are invited for appointment as CONSULTANT 
OTORHINOLARYNGOLOGIST of Junior status for duty 
initially at the Liverpool Ear, Nose and Throat Infirmary. The 
sppointment is for 4 notional half-days a week. Candidates must 
a registrable qualification and either F.R.C.S. (England, 
E¢cinburgh or Ireland) and the D.L.O. or F.R.C.S. in Otology. 

Applications (1 copy only), giving full particulars of age, 
qualifications, &c., and details of present and previous appoint- 
ments, together with the names of 3 persons to whom reference 
may be made, should reach the Secretary, The United Liverpool 
Hospitals, 80, Rodney-street, Liverpool, 1, by 26th July, 1958. 


45 


surgery 
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MANCHESTER REGIONAL HOSPITAL BOARD 
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MANCHESTER REGIONAL HOSPITAL BOARD. Locum 
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NEWCASTLE REGIONAL HOSPITAL BOARD. Consul- 
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‘ H 
SCOTLAND. SOUTH-EASTERN REGIONAL HOSPITAL 
Prit Marg i I H 
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x 
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SCOTLAND WESTERN REGIONAL HOSPITAL 
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SHEFFIELD REGIONAL HOSPITAL BOARD Con- 





AN rii\ys x juired for the 
) the Derbyshire 
I I tuge f ppl ints to 
i ndidate will be 
T Hi da 

Ap t f i Senior Admini 
Med thes field Keg i Hospital Board, Old 
} ft t t t Ht July, 1958 
SHEFFIELD REGIONAL HOSPITAL BOARD Whole- 
t ON ANT ] YCHIATRI- ‘ ed, to be desig 
M lent Kings Hospit Derby 

Vi 
Adr i i 
t t H Boar Old 
' August 


SHEFFIELD THE UNITED SHEFFIELD HOSPITALS. 
t ted ) , t of Whe t 


4 | le mie ASSIS 

ANT HEMI Al, PA HOLOGIS'T rdance wit! 
ser H Med Officer ve 7 g 
Hoapit Exper f gener t ve i f try 

ral 
4 t 
4 t I field H 
t } j 1958, f 

4 


Hospital Services: Junior Appointments 


BOLINGBROKE HOSPITAL Wandsworth Common, 


~ HOSPITAL BOARI 
SU RGICA \ 1 frst instar 
\ t : i f3 
I _ eta 
H 1 wit 
‘ ‘ 
BOLINGBROKE HOSPITAL, Wandsworth Common, 
S.W.11 i I Al REI Al s lent 4th 
Aug 8 E.R. .S 
Al H t ser 
CENTRAL MIDDLESEX HOSPITAL, Park Royal, N.W.10. 
RTH ul " HOSPITAL BOARD 
REC Obstet nd Gynecology 
I I gnised for 
M.} eds, 50 
nd a , ) Appli 
H Salary 
i “ubject 
l ind dental 
4 t f f t ir ip Me t 
M ex H t Manage nt ¢ ittes 


DREADNOUGHT SEAMEN’S HOSPITAL, Greenwich, 
S.F.10 Part-time CLINICAL ASSISTANT in E.N.T. Depart- 
Ved ad fternoons. 

tions with 

eferee by 18th July 


EASTMAN DENTAL HOSPITAL and INSTITUTE OF 


(iray In mad 

Lor \ ADI for the full-time non 

ANA Ht I n t rf le f Registrar 

I lance wit 
t ~ 1958 

‘ I) wi i 

8 4 } 





FULHAM HOSPITAL St Dunstan's-road, Hammer- 





GEO Provisional] 
gnised for 
} le re resident 
Al from the 
H 
GREENWICH AND DEPTFORD AND SEAMEN'S 
j I LOLA, ENIO! HOS! OFFICER 
t re ed fe D).Path. 
A ! xperience, with 
Seamer Hospital, 
LONDON CHEST HOSPITAL. Hospitals for Diseases of 
Ht i I l . f er, 1958, for RESI 
yk OFFI Ay ent for 6 months. with 
| led er House Offleer, or 
‘ previou surgical 
" } lif tions with dates, 
1 I f 3 recent testi 
gre not t tl 7th July, 
195% fo i House fovernor. 
I t H E.2 
LONDON CHEST HOSPITAL (Country Branch). Hos- 
PITA! KASES OF TH HEST REGISTRAR in Clinical 
Patholow Regist r gr | \ weurs at the Country 
Brar } ot wort l pI ; ent whole-time one 
ind will be f I rin the first ir nee, and the holder may be 
ting ilif t is with dates, and pre- 
' x} of testimonials, should be 
|. ROBBINS House Governor. 
I ! ( H E.2 
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HIGHLANDS GENERAL HOSPITAL, Winchmore Hill, 
N.21, HOUSE SURGEON required. \ t 4th Ju Dutic 





I wit! ‘ an 

id fl fere to H pit ‘ ry 
LAMBETH. HOSPITAL, Brook-drive, S.&.71 Applica- 
nm ire nvit pre-regi I i ed med 
practitioner fo the ppaintment of RESIDENT HOUSE 
URGEON in the Obstet nd Gynecolog t Appoint 
ent is for 6 mont fr mn lst Septe 1Y I vould be 

ivenient if tl ! a t 

ght our i I 1s August 195% H 
tal 4 if M.1 Ou ipo RC 0 

ADI t f f “ I ! 

hould be enclosed 
LONOON HOSPITAL, Whitechapel, E.1 Applications are 
nvited for the post f ASU ALTY OFFIC! lf 
Hou Officer breve “ev t 16t August, 195% I 
DI ¢ nt recognised for the F.R.C.S 

API bor 6 COT Lag ‘ t 

I mld be re ved by t nade gned 12t } 
195% a. is PRLEY, He Gi 


MARIE CURIE HOSPITAL, 66, Fitzjohn’s- apeSne, 


Hamp ! N.V HAREFIEI ANI i 
HOSPITAI MANAG i MMITT! RESID} MEDIA Al 
OFFICER (House Officer g ie 

Application wit ie f test ' the Ady 
ort r 


MEMORIAL HOSPITAL, Shooters- hill, 
“ENTOT Hol ~} OFFICE] ( I) 
Sth Augu I f 


Woolwich, 8.E.18 


Me H 


~y ee ee MISSION HOSPITAL, Austin- street, London, 


OFFICE] 


Kh IDENT PHYSICIAN CASI ALTY 


Hat =} 
i slat J 
ADI tior id ref to be addre to t Med 


MiLoMAY MISSION HOSPITAL, Austin- street, London, 


RESIDENT HOUSE SUI iKON t recognised for F.R.C.S 

















va 4 
wi t H 
i f idre Med 
NELSON HOSPITAL, Kingston-road, Merton, 8.W.20 
HOt me SURGEON lent not pre-registration Post 
LOM Recogt d for F.R.C.S 
rr ications, stating age jualif tion & with the names 
ind addresses of 2 referes i be sent to the Secret t 
above address 
owen HOSPITAL, East India Dock-road, =.t4 Bow 
OUP HOSPTT iEMENT MMITT! I Per 
\N-ESTHET! REGIST LK requ 1 at ve H 
period 1 September 14th December, 1958 
Apply i pital Secret I ! EASt 187¢ 
PUTNEY HOSPITAL, pee ‘Common, London, 8.W.15 
rH WEST METRO! ! HOSPITAI BOARI 
SURGI al hy EGISTI Ni esident "i ar (.S. For! 
first inst fre t Octobe 1958 H ired 
ft it ( Ad Of 
f 3 mor 
Fi pI ; ‘ . 
B ! I H \ re ( tt 
“ ! Hos} 2 I ted th 
14a 
QUEEN tn a AND a ee HOSPITALS 
A’ t STHETIST ~ Officer ’ 
6 l Oct 1958, in the first instance. fe 
lutte I rt 1 t 
F.F.A. | 
H e G ! medi 
i f 4 Lond Wf 
QUEEN ELIZABETH HOSPITAL FOR CHILDREN, 
Hackne road E.2 dwe E.1 ind BANSTEAI SURREY 
HOUSE OFFICE! pp tment for 2 consecutiv periods of 
6 month ommencing 1 Sept ber 19: 8; first period H 
Physician, Shadwell econd period House Surgeon, Banste 
} montl ind ¢ ialty Officer, Hackney neue month 
Applica } rms ma be ybtained from the Secretar it 
Hackney -road nd should be returned, with not more than 


testimoni not later t n 12th July 1958 


QUEEN MARY'S Let gy? HOSPITAL, Roe- 


hampton-lane I | \\ $26 Bed JUNIOR HOS 
PITAL MEDI Ni Orre "ER required for Tropical Diseases 
U' nit Suitable a f prospective M.R.C.P ndidate 
National Healt = terms and conditions 





uperintendent 


REGIONAL NEUROSURGICAL CENTRE. (66 Beds.) 


BROOK GENERAL HOSPITAL, Shooters Hill-road, S.E.18. SENIOR 
HOUSE OF} I ER (neurosurgery Post recognised for F.R.C.S 
ind [).P.M 1 provide xcell opportunit for training in 
neurology 

Apply to Group Secretar Memoria! Hospital, Woolwich, 
Sk 18 
pect heled yg HOSPITAL, Fulham-road, 8.W.3. 
Appli or r ivited from registered medical practitioner 


for the post of Hol SE SI iEON (resident Salary £577 10 

t+. Post is tenable for 6 whew 

»btainable from the House 
th copies of 


Governor 
testi 


Forms of application are 
to whon ipplication together w 


monial 


recent 


hould be sent 
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ROYAL COLLEGE OF Neg or and ST. _ JAMES’ 





Hos! ral sal I Ss. 2. l q for a 
2 p tr I HiSTK AR n I tholog ol encing 
lat October, w vill w wrk f t eal st James "HH mepital 
lent or non-resident nd the second year in the Department 
f Patholog he Re ( lege ¢ : of England 
Further part ilars nad pplicat whict D 
eted and returned by 21st Ju from Group Secretary, 
Jarne Hospit Balham, S.W.12 
ROVAL FREE HOSPITAL, Gray’s tInn-road, W.C.1. 
Applicati« ! ted for the st f RESIDENT SENIOR 
HOSS OF I M¢ EI to the I liotheray Department Appl nts 
hould be re ered medic I i ind the ppoint 
f | | re ' ' e fir 
Dut I l 0 bee 14 
Al bta ed t “4 ot ; 
Bi ( I I H Gr s I 
\\ l etu n t 74 
J 1958 


ROVAL FREE Soares ae, » Gray's tne- road; W.C.1. Appli- 
‘ Part-time R 














ns are EGISTR AR «4 
mn m the ‘Dern tological Dey rtment to of ence on 
l October. 195%. wl h will be t ble for 1 ear the first 
I ‘ dt I I sw 
' f rt? | el 
Ap] f ma be obt d fr e Se et the 
Board f ( 4 1 be turned not te 
th J 195% 
ROYAL FREE HOSPITAL, Gray's Inn- road, London, 
Wild pI r egistered medical pr i 
2 t on-resident osts of REGISTRA I n 
Cc] | re I pI t nts for 1 ur e first 
2 1958 kx i I 0 
“ADI f I t $ 
t ] f { ‘ idres ) 
2¢ J 158 
SOUTH EAST _METROPOLITAN Danger HOS- 
PITAL BOAI Ay tions e in ed f an appointment as 
W REGIS RAR in Anzssthet tof ‘ 
pI ved tr establishment it the Woo 
i i intment Will De il ‘ 
dition f service of hospit med 
I Wal ind w be for ve 
x g pa of we 
‘ t dates wether w tl es and 
li, | i-} Li W.1 ate n 
19th J 1958 
SOUTH LONDON HOSPITAL FOR WOMEN AND 
Hil REN ( C‘ommor W.4 SOUTH WEST METRO 
POLITAN RI NAL HOSPITAL BOARD Applic itions are invited 
regist Wome nedical practitioners for the post of 
ANASSTHETIC 1 ISTRAI th reside or prepared to 
t} . eH DD.A. desirable but not 
! “ised Tf L.A i F.F.A. R.C.S The 
PI fo 2 ‘ ! ibject to review at the 
: 1 \ now ( ng will disqualif but 
visit t He tal ngement 
Korn f pplicati« fron the G ip Secretary, Lambeth 
Grou ) Hos} t M hagement Com! ttee, Renfrew-road, S.E.11, 
to } } 26 luly 


ST. ‘MARY’ s HOSPITAL, Children’s og ge Princess 





3E KENSINGTON ITAL FOR CHILDREN st. Quintin-avenue, 
A if 2 HOUSI OF 1 I! ERS (peediatric) required. “Vas int 
september, 1958 Recognised for the D.C.H Pre-registration 
1 post indidates considered. Appointments will be pre 
iby 2 week ] . 
for reference, to be submitted to 


Applications, wit! 

e Secretary by 14th . 
ST MARY'S HOSPITAL | FOR ta AND CHILDREN, 
‘HOI SE SURGEON 








vistration. first or s¢ md % st)t 0 on 17th July 
1958. Dut ilude genera rg gy soheae and E.N.T 
Appl to Hospital Secreta: med 
oF. MARY'S HOSPITAL, Seidleaien Ww.2. Registrar 
ral Medicine (whole-time, non-resident) for first period 
if 12 onths from Ist September, 1958, to undertake work in 
Casualt ind Outpatient Departments, together with certain 
inp t duties 
»plications, giving full details with names and addresses of 3 
referees, should reach the House Governor not later than 15th 
July 1958 
ST. NICHOLAS HOSPITAL, Piumstead, S.E.18. Senior 
HOUSE OFFICER Casualty, Orthopadik and Fracture Depart 
ment Vacant earl August Recognised’ for F.R.C.S 6 
months’ resideat appointment and may then be renewed. Salary 
£819 10s. p.a. less £150 p.a. for residence 
Apply t Group Secretary Memorial Hospital, Woolwich, 
=} 18 


ST. PETER’S, ST. PAUL’S AND ST. PHILIP’S HOS- 
PITALS RESIDENT SURGICAL OFFICER (Senior Registrar 
juired for St. Peter’s Hospital on Ist October, 1958. 
invited fron Male ndidates on the British 
ompleted their training in general surgery 
opportunity oe a further 6 
should be prepared to 


grade) re 
Applications 
Register who have 
Appointment for 6 months, with 
commended Candidate 





months if reé 
pend 1 year at the 

Applications (12 copies 
reach the House Governor, St. 
W.C.2, by 19th July, 1958 
WANSTEAD HOSPITAL, Hermon Hill, 
191 Beds HOUSE SURGEON required. 
July, 1958 Recognised for F.R. 

Applications, with full details rend copies of 2 recent testi- 
monials, should be sent immediately to Secretary, Forest Group 
Hospital Management Committee, Langthorne-road, E.11. 
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required. 
mes of 3 referees, should 
Henrietta-street, 


Hospital if 
and the na 
Peter’s Hospital, 


London, €.11. 
Post vacant 28th 
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WANDSWORTH HOSPITAL GROUP South West 
\ i be PRAT 

\ i NI I 


WEST LONDON HOSPITAL, Hammersmith-road, w.6 
ENT HO yust, | 


= _ EONS \ 


WHIPPS CROSS HOSPITAL, London, E.11 Leytonstone 
mT 4 if the t 


\ 


~ \ ) H — bt } 


ABERDEEN GENERAL HOSPITALS BOARD OF 


\ \ ‘ 


x ) \ t 


ABERDEEN GENERAL HOSPITALS BOARD OF MAN- 


ABERYSTWYTH, CARDIGANSHIRE. GENERAL HOS- 
‘ 4 ' <ENIO! 


I 


‘ e, Aberystwyth. Cardiz ‘ 
AMERSHAM GENERAL HOSPITAL, Buckinghamshire 


ASHFORD HOSPITAL, Ashford, Middlesex (560 Beds.) 


ASHFORD HOSPITAL, Ashford, Middiesex (560 Beds.) 


AYLESBURY, BUCKINGHAMSHIRE ROYAL BUCK- 


AYLESBURY, BUCKINGHAMSHIRE ROYAL BUCK- 


AYLESBURY, BUCKINGHAMSHIRE. STOKE MANDE- 
619 H® i H IC LAN f Pred 


I) Hi 


BEBINGTON, WIRRAL CHESHIRE CLATTER- 


i} 
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ALTON GENERAL HOSPITAL, Alton. (136 Beds.) 








SENIOI HOUSE OFFICER medical immediate vacancy 
I sident ndidate hould have some experience of ansmsthetics 
icut s stating we qualification and experience 
¢ wit! of testimonial to Hospital Secretary 
BARNSTAPLE, “NORTH DEVON INFIRMARY. (105 
i HOS! SURGEON pre-registration required from 
i-Ju 
ADI t na ne 2 referees to Group Secretary, 19, 
Alexandr r d, Barnstapk N. Devon 
BARRY ACCIDENT AND SURGICAL HOSPITAL. 
SENIOR HOt =, OFFI . R required. House available to rent 
Form of apt tion fror iroup Secretary, Cardiff Hospital 
Management ¢ mittee 44 Cathedral-road, Cardiff 
BECKENHAM HOSPITAL, Be (100 Beds.) House 
<t ROEON ospit mediately Recog 
r : 3 F.H.C.LS I sol post, with continuity for 
fuyrt ‘ th nH e P} ician post ibject te itisfactory 
\ tating ag j f n nd experienc nd naming 
4 Ad ' tive Offic 
BEDFORD ben gee HOSPITAL. (431 Beds.) House 
SURGEON required e- or post-reg tion recognised for 
FE. RCS Vacant ear July Post offers exceptional oppor 
ner experience in busy acute surgical units 
Enquiri ind applications, with pit f 2 recent testimonials, 
t bee ent mediately to Group Secretary Bedford Group 
H. pit M gement Cor ittes $s, Kimbolgon-road, Bedford 


BEVERLEY, YORKSHIRE WEST woos HOSPITAL. 





229 Bed HOUSES RGEON (House Officer or Senior House 

ort i re x ‘ want ‘ ( eral 

surg Ofte Pig nit for 

K x we sy] l ed for 

FI - \ K Sf registered 
4 ( t \\ V 1H Beverlk 


BIRMINGHAM, 18 ALL SAINTS’ HOSPITAL. Senior 


HOUSE OFFICEI ‘ t) required (Male or Femalk rhe 
H pit , , ois Birt nul " ! ersit for teaching 
I g for Diplo n Psychological Medicine 

‘ ’ ? ‘ Med " 


BIRMINGHAM, 18 pattie yer vd Yigg Sted Senior 
HO SE OFFIC \ nt Ist August 

. b ed f A nd | F.A. R.C.S. Extet e experi 
rut rhe ice xf 1 er wel york in 


BIRMINGHAM REGIONAL HOSPITAL BOARD 
l Birmingham (Dudley Road) Group, Dudley Road 
Hospital, Birmingham, 18 
INTRA] w ned re vl e-t ‘ Dudley | d 
dent. Now nt 


re s. Resident or not 
Dheowbhars Group, Royal "Gales infirmary, 
Shrewsbury 


J t =helt Me 
ex rt lic | rable 
GISTRAI | ire } } ! I ‘ 
H 68 Be t rne Hospit Shrewsbury 68 
| | Cor ler eX] pe t 


West Bromwich and District Group, Edward- 
street, West Bromwich 


} INTRA ‘ we 


it ; 


BIRMINGHAM REGIONAL HOSPITAL BOARD and 
H { spit - \ yle-time “ENIOR 


REGISTRAI = i l ‘ t the Regi ] 
I “ure ( Vordsk H tal “tourbridge 9 
I | gham Hospitals 
} 1 higher qualif 
ADs P f a, —_ | . pit Board 
} Aug d. I ! har ] t 7} t July i9 x 


tea pee REGIONAL HOSPITAL BOARD. Whole- 
ne! a vTO} SURGICAT REGISTRAR, Cit 


dene H I ’ =toh rrent Wide experience pecialty 
ev & 4 k ' ent 

i ‘ f previo x perience nd 
\ et t Reg il Hospit joard, 10 

Aus t bir ! 
BIRMINGHAM THE oon eee 1 sopra HOS- 
PIT ~ The f owing are available for 
f t period ce mene ‘ Ju 195s Recognised for 
red me il practitioners 


Queen Elizabeth Neepite! 
I 


HOUSE S RuGkKONS l Department 
HOUSE SURGEONS to the Opht!l D rtment 
General Hospital 
HOUSE! LC RGEON to the E.N.T. Department 
Fort f apy t be obtained from the cretal 
{ te | ne Hospit Ques Elizabet} Hospital 
turned as soon a 





mm 


- 
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BIRMINGHAM THE 





ADVERTISE RS” 


UNITED SORA AT oi 




















PITALS Applic I the appo 
GICAL REGISTRAR (ser La era auited 
I ng Hospit I pt itment will n the 
f 1 na ube iu if icow na 
‘ I t que ] I red t spend n 2 
ected I ft Birminghar pit 
} r ra ul rrangement for the i rchange 
f he rs agi ! ‘ 2 Boards. Candidate must be 
reg red dic ind ould ] F.R.C.S 
Lhe 1 a it t the ‘ ful ndidate 
wil } tur if rnight ep ’ juti 
k« iined f t Secreta 
Unit Hospital Queen | bet Hospit 
in l i be returned t 19t 
J 1YS5S8 
BIRMINGHAM THE UNITED BIRMINGHAM HOS- 
PITALS rut HILDRES HOSPITAL, Ladywood-road, Birming 
! if AD « invited for the post of RESIDENT 
CLINICAI ATHOLO I=] senior House Officer grade 
v nt 19t! I b 15s I I t 1 | r pe 
t n gf al t res I ‘ 84 
I ! x} round ng 
ad t« th i f problem 
h t f t fre He ( ! 1 
should é 19 July 1958 
Gi 4. PHALI = to the Board of Governor 
BIRMINGHAM. THE UNITED arty pate gna HOS- 
PITALS. THE CHILDRI sH PITAL Ladywood-road, BIRMINGHAM 
if Ap] rr ed for the post f RESIDEN' 
SURGICAI OFFI EI Keg \ t7 Sept ber, 1958 
l ‘ I t w“ x t lighet 
ualif tior i tT ntact 
F< a iad ' ‘ he post vy he 
obtained from t House ( ert nt urned by 26t 
J y 19! ‘ G. A. PHALP, Secretary to the ote peep ea 
BISHOP ACRE Nae THE GENERAL HOSPITAL 
riTral MANAGEMENT OMMITTE! 
Apr tered or | vistration pract 
HOUSE OFFICER (ot ' d { 
~ 19 | y ‘ D.O 
ou . 

Apr ng 2 referees Gj yove addre 
BISHOP AUCKLAND THE GENERAL vince elhente= 
0 Bed rH RHAM HOSPITAI s EMI 
MMITT! HOUSE SURGEON required Recognised 
- \ tior t for! t 

Pf G I 19th Ji 
BLACKBURN AND DISTRICT ‘HOSPITAL MANAGE- 


Royal. infirmary, Blackburn 


HOtsk StU he BON jit August 1Q58 ] 
d for F. R.A i ver I gist t purty 
Victoria Stesottal. pe mtn wh 
SENIOR HOUSE OFFICE! ed e) required 22nd J 
( H pit M 
on I 
BLACKBURN AND DISTRICT HOSPITAL MANAGE- 
MMITT! M K HOS 
LACKBURS =} NO] HOUSE OFFICER f E.N.1 
‘ he ( tant ( t I 
LO i F.} 
' et H M re 
Office, | Inf B kb 


BLACKBURN AND DISTRICT 


MEN iMit 
Royal Infirmary, 
IOUSE SURGEON 


f FI ~ 


" Queen* s Park one 


Blackburn 


HOSPITAL MANAGE- 


Blackburn 
d 23rd Ju 


HOUst URGEON 1 . ! y 
P.R.C.S 1 ay f f pre-registi i 
Apr to Group Seoret Hospit M 
Office, |} Infirt B kburr 
BLACKBURN (near) _CALDERSTONES sirpatr sette ber le 
HALLEY I ' SHIR} ‘ | defe 
‘ be \l I HOSPITAL MANAGEMENT (<« 
! 4 r df the ay vint nt fIUNION 
HOSPITAI MEDICAL OFFICEI $ ry £852 1f 
tlis2 10 Health Serv ‘ f 
‘ I t f ! 
‘ ting y it 
“Me Suy endent, ¢ i Hospi 
\ ‘ B kt 
BRADFORD sT LUKE'S HOSPITAL. Locum Senior 
HOUSE OFFICEI re and patholog 
4th J to 24th August 
4 ting y lit 
experience w ‘ to Secretary, I Infirt 
| i 
BOURNEMOUTH ROYAL VICTORIA HOSPITAL, 
le ‘ a I “OMEI i194 Beds ROURNEM( rH ANT } 2 
SET HOSPITAI MANAGEMENT IMMITTE! =T| TH WEST 
METROPOLITAN RI NAL HOSPITAL BOARD Applic s are 
ted for f RESIDENT REG ITE "AR 
Anasthet t be Hi t The post, w h become 
ton Is | ve 19 ble for 1 vear in the first 
‘ Ap] hor d « i ble expe 
} f apt e f t ( up s t 
H t Manager t Office. I Vict Hos 
shelley oad I uld be eturned t ly 
| t ter 19 J 1958 


ANNOlT 





NCEMENTS 


BOURNEMOUTH AND EAST DORSET HOSPITAL 


poten r COMMITTEE I RNEMOUTH wast UNIT 
ications are ivited for the ppointment of PA DIATRIC 
=ERTOR HOt SE OFFICER to the above Unit of 54 Be is which 
tuated at the Christchurch Hospital, Hant Duties nelude 
he conduct of Infant Welfare Centre rhe post is recognised 
for the D.C.H. and become Mt on 10th September, 195 
Application wit! copie of testimonials to the Hospit al 
Secretary, Christchurch He H within 7 days of the 


f tl 1d sement 


BRIGHTON ‘AND LEWES HOSPITAL MANAGEMENT 
( AN ESTHETI: REGISTRARS required 


vert 


MMITTE! 








f 2 ype sist Ju 2 August and from Ist te« 
Jt Sep 1 PUSS 
Applicat y x det f ¢ t 
2 ref ot othe Gr ip Se rf, ‘ 
M gvement Committee, |! “UISSé ( tal 
mad, Brightor 


BRIGHTON GENERAL HOSPITAL Applications are 





nvited for the ppointment of HOt I SURGEON (recognised 
F.R.C.S to the General Sure nit (60 Beds The post 
be ul mn ist Aug t, 1958 Salar n accordance wit! 
nal ‘ I “zl re ippointment 
API tions tating age juali ns, experience and giving 
n f2 feres should be sent to the Physician-Superin 
tendent rhton General H k grove, Brighton, 7 


BRIGHTON GENERAL HOSPITAL Applications are 








ted the ’ t of SENIOR HOUSE OFFICE! 
thopwdics Recognised for F.R.C.s. examination Salary ir 
rdapce wit nat nal s ‘ \ t 9th August. 1958 
Application g re ns nd experience 
t rw I f ig g the names 
eferees hould be sent to t I ian-Superintendent 
I t Ger H I re Brighton, 7, as soon as 
sasi ble 
BRIGHTON GRAS HOSPITAL Applications are 
nvited for the appo of HOt SE SURGEON to the 
Orthopedic Unit Salary n ace lance with national scales 
rhis is pre ration appoint nt. Vacant early in July. 
Applicatio ting age jualif is, and experience, and 
giving the n s of 2 referees, should sent to the Physician 
Superintendent, Brighton General Hospital, Elm-grove, Brighton. 


BRIGHTON. ROYAL SUSSEX COUNTY HOSPITAL. 
14 Bed HOS! SURGEON I I ) required 
t August. 1958 Pre g I d recognised for } R. U.S. 
2 referees 





« Administrative Officer, I Sussex County Hospital, 

Brighton, 7 
BRIGHTON Le ott EYE pate sim Sane (56 Beds.) 
SENIOR HOUS SURGEON (Senior House Officer grade 
HOUSE &I E i+EON required end of August Both posts 
gnised f I RA s nd D.O Successful applicant for the 
House Surgeon will | sidered for the senior post or 

ff 

Applic 7 ting usu I ina ing 2 referees 
Administrative Office I Sussex County Hospital 


Rrig 


BRISTOL COSSHAM BEMORIAL HOSPITAL. (88 
Bed t 








‘ ‘ surge l 1alty Department 
for SENIOR HOUSI OFFICER n General Surgery 
d ‘ ‘ nl I for 1 ye 
‘ b g 
\ t ng re ex ce nd naming 2 
ferees Hos] il Sec ( Memorial Hospital, 
Kingswood Brist« by lith J 1958 
BURNLEY ee ee HOSPITAL — Beds.) Senior 
HOUSE OFFICER I st rs good all-round 
xper i Cor tant Staff. ¢ i ommodation ivail 
; be ' ' | : e mid-August 
\ t th 2 fere ‘ ( Secretary, Burnley 


D trict Hospit Manag - amt Cnenmanithnie Burnley General 





HW 

BURNLEY GENERAL en tas (641 Beds.) Resident 

HOUSI OF FICS: gy ( pointment is hy. 

: 1 tration post ilso 1 sed for M.R 0.G. 

“nbiect ft itisfactor sery ¢ t he cessfu ipplicant will be 

‘ } i 2, he ment Position 
Au t 

ADT tio! wit 2 eferences G ip secre r Burnley 

i District tom tal Management Committee, Burnley General 
Hospit Bur 

BURNLEY AND DISTRICT HOSPITAL MANAGE- 





I MMITT? SENIOR HoUS!I OFFICER (peediatric 
t pr es wide ried experience in all branches 
i 4 y Predia Un the 
H s f D.C.H Good act d 
ble 
\ ‘ 2 fers ( ip Secretar Burnley 


( | Hospit 
BURNLEY MANAGE- 


Beds 


AND Sera y HOSPITAL 





MENT COMMITTEI I GENI AL HOSPITAI 641 
BURNLEY VICTORIA HO rAL (171 Beds RESIDEN? HOUSE 
OFFICERS (medical The ppointments e approved as pre 
registration post \ nt Jul 

A pplication with 2 referenes to Group Secretary, Burnley 


Gene il Hospital 
BURNLEY AND tet h agg abd HOSPITAL MANAGE- 


Beds). 








MENT OMMITTE! t NEI mosere A} 641 
BURNLEY VICTORIA HOSPITAL (171 B is tESIDENT HOUSE 
OFFICERS “ The ntments ( rroved as pre- 
vistration 1 nd recog? F.R.C.S Subject to satis- 
\ e s f licants will be favourably 
onsidered f I tr He iat it the termin 
¢ f nt t ~ Ho Positions vacant 
Ju 
\y r ( p Secretary, Burnley 
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BURNLEY AND DISTRICT HOSPITAL MANAGE 


uM SENIOR HOUSE OFFICE! et 
¥ y , xI wi Pay . 
Aniest I t 
\ ( = 
H 
BURNLEY AND oISsTRICT Yip al raga wend eoggeecy 4 
SENIOR HO RIK Ort 
“ I . hte 


H 


SUR TOR ‘ON TRENT 
) } 


THE GENERAL HOSPITAL. 


I 


CAMBRIDGE, ADDENBROOKE’'S HOSPITAL Regis- 
Sec! 


CANTERBURY KENT AND CANTERBURY HOS 
oT ~ NIOI HOt PHYSICIAN 


‘ H . 
H t _ Hos] 
CANTERBURY KENT AND CANTERBURY HOS 
' 1OUSE SUI 


VW} ie 1 D).d)bat 
: 2 N 


‘ ' . H t 
CANTERBURY KENT AND CANTERBURY HOS- 
- ‘ vite $ ‘ post f 


Resident 
VWR.C.O.G 


CARDIFF ST 
a Mat Depart : Hospit ( 


DAVID'S HOSPITAL 


Secret Cardiff H 
CARSHALTON, SURREY. QUEEN MARY’S HOSPITAL 
( pit Bed 


HYST AN —- H of 


CARSHALTON, SURREY. QUEEN MARY'S HOSPITAL 
Bed 


ORTHOPEDIC RI . al 
I t f 12 


CARSHALTON, SURREY 


ST. HELIER HOSPITAL 


CHELTENHAM GENERAL HOSPITAL (220 Beds.) 


' i 


CHELTENHAM MATERNITY HOSPITAL. Cheltenham 


CHICHESTER ROYAL wasv Sussex HOSPITAL 
j M : CTH 
, Hyrst ‘LF hh IDI NT 


COVENTRY 


( y trat I 


GULSON HOSPITAL House Officer in 
i FRA | j 


ANNOUNCEMENTS 





5 juLy 1958 


CHESTERPIELO ROYAL HOSPITAL. dente be on 


required d-July at bove Hospital i recognised fe pre 
rewistratior nd FRCS. purpose mad if ce ed medi ‘l post 
in be offered fier 6 montl 

Please pply to Group Secretary, Chesterfield Hospital Mar 
rement (‘omumittee, witht {2 ref 


COLCHESTER, ESSEX SEVERALLS HOSPITAL. 
SENIOR HOUSE OFFICER required t the above Menta 
loxpit 


portunities for up-to-date experi 


Phere are excellent op 

i postgraduat work ir ‘ branches of psychiatry, 
wiing treatment of neur Opportunities will be given 
Hospital for eal instruction f the D.P.M 
ADI t t wit t t ome nd copie of testimonial or 

f ref ‘ the Me i] Superintendent 


COLCHESTER GROUP HOSPITAL MANAGEMENT 


OMMITTE! Al ition nvited for 





Black Notley Hospital, Braintree, Essex 22 Bed 

Post of SI NEOR HOt SE OFFICER for Non-Pulmonary 
ruberculosis t f ap ximately 120 Bed particularly for 
skeletal and ret tube i also rheumatoid arthritis case 
nd spastic hildre Recognised for F.R.C.S 

l t f Hots} “tE RGEON Pre-registration or third post 
I Lutic general surge nd gynecological ward 
Recog ed for F. RCS renable for ¢ 


- { oem 
—— yy District Hospital, Clacton-on-Sea, Essex 


Post SENIOR HOUSE OFFICE! Lrutic nelude medical, 
urgical and i iltvy w j Post tenable for 6 mont! or 1 
AT cations, wit! f agama to Group Secretary, 
14, Pope lane, Col h 
DEVIZES, WILTSHIRE ROUNDWAY noore ye (For 
liseuse S12 Bee Applications are 
vited for the appo of a JUNIOR HOSPITAL MEDI 
(Al OFFI ER for duty at the above Ment | Hoss tal. All forme 
fr «le treatment ! uding ir theray nd ou 
I ! iz l pita r ‘ " post, the 
Hi t M ‘ ! ‘ t pay x! tier 
‘ ly ve lanee ur D.P.M 
= ir . i ge hby ¢ »£1182 1 \ mmo 
t r z £1704 “ ged 
\ x zn i jet ! t the 


Pt n-su 
DEWSBURY, YORKSHIRE ‘THE GENERAL NOCSTV AL. 





J Red Applic ‘ ivit 
Hots} Phy stct an ral i id pod tr 
“ f ‘ l Aug 195s 
\ civing f letail ! 1 be tot Ad 
Cotties t the Hos] 
DEWSBURY, YORKSHIRE STAINCLIFFE GENERAL 
HOS! . . ted for the post of 
HOUSE PHYSICIAN general medicine and dermatology 
vw! f ‘ n Ist August 1958. Re vi dy rewistr 
t d tenable for 6 months. The Hospital has an Act 
Med { f74il i 
by t re ex full detail t totl Adr 
Officer at the Hospit 


ene ota VONAGE ov aiweLlees GENERAL 








Host Al | s are nvite I of HOLS} 

PHYSI¢ iAN yeneral medic nd ped itrik which falls 

t Ist August, 1958. Reeownised pre-registration post and 

f t I post ecognised for the ‘Diploma in 

‘ iu I H } 4 Medi Unit of 74 Bed 
\pt is d be ser t Admi 

trative Officer at the Host 

DRIFFIELD, | ae mag gg te EAST RIDING GENERAL 

HOSPITAL 247 Beds JUNIOR HOUSE PHYSICIAN, vacant 

Ap ved pre-registration post, but fully registered prac 

tit ‘ iv apy Duties t lude geriatrics and acute 

d ‘ ( 1 ae ox ence for first house appointment 

Ap] Grout Secretary West wood Hospital Beverley, 


Yorks! ‘ 
DRIFFIELD, YORKSHIRE. EAST RIDING GENERAL 
HOUSE SURGEON (fi 


HO i 
‘Vacant eat Jul Gene uree casualt he 
| ADDF rived pre-registratior post Fully 
' appl 
ApI tions to Group Secretary, Westwood Hospital, Bever- 
y 
DUDLEY, STOURBRIDGE AND DISTRICT HOSPITAL 
it I BIRMINGHAM REG 
The Corbett Hospital, Stourbridge (114 Bed 
HOUSE OFFICE! surgical), pre-registratior Post vacant 
\ ication nar g 2? referes to Group Secretary, Guest 
i tal, Dudk Wor 
HOtUsKE OFFICER (medical), pre-registration Post v ur 
Iu 58 
Ap Group Secretary, Guest Hospit Dudley, Wor 
Wordsley Hospital, near Stourbridge (475% Bed 
BENTO! HOUSE OFFICER (medical Post vacant end of 
Jur 1958 
Het 4 OFFICER (medical pre-registration Post vacant 
July 195s 
AY t cretary, Guest Hospital, Dudley, Wor 
The yea A Hospital, Dudley (151 Bed 
=ENIOR HOUSE OFFICER! (ansstheti« Post recogn l 
for D.A Suece ful candidate will be required t visit ther 
} tals in the Grouy 
Application giving the arnie of 2 ‘ t the Group 
Secretary, Guest Hospital Dud Wore 
“<ENIOR HOUSE OFFICER irgical Post vacant Jul 
195% 
HOUSE OFFICER (surgical), pre-registration. Post vaeant 
‘HOUSI OFFICEI medical), pre-registration Post vacant 
Jul 195% 
H l ) Wor 


Apr “i I ecreta Gue 
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ouNee= ROVAL MENTAL HOSPITAL (Gowrie House) 


Ay i HOU} OFFICE] 
f l Au 19! I I u 
‘ f lon ¢ 
, And 
pI ‘ me f 2 fers } 
iperintende sowrie House, Liff, By Dund 
DURHAM. COUNTY nHOCrrT At. (116 Beds.) Resident 
HOUSE SURGEON jnire Ortl ed 
| recognised f r trat ’ 
f rf i ex 
Ap Ti b xper ee nd 
Group > ryburn H tal, D 
DURHAM COUNTY HOSPITAL. (116 Beds.) Resident 
} ‘LOT HO } O} } ie KI ‘yr ' ( 
H " ‘ Or pued ! \ le H 
bu b ( ! r hx] 
; ‘ j 
\y ‘ ‘ t 
’ mie t ‘ j He 


EAST Sr artee ie REGIONAL HOSPITAL SOARD 


rHeodl pole REGI rt Al 
it t fill | 7 I i ex \ 
f j f , 
\ iH I b I 
‘ thee H 
RADIOLOGI REGISTRAI ] 4 
Hi Ie t t I 
H | j ‘3 { ‘ 
| Ma I H 
l 
t | 
I Hi 
fer t ' | ; \d vr 
! 1] i” 
EAST mpg rie SUSSEX QUEEN VICTORIA 
Hos! I As RGERY AN 
1 HW ra MAN iM 
ksIDENT HOSS OFFICEI juired 4 eal nt 
4 t 58. f 61 t Y 
Apy tating age i mame feres to He 


beds 71, 


eEssw ae oe grgdtdrge (General 


HI NIOL HOS! i Al MEDICA OFFICE) 7 
| lent ¢ “e ting O ( 
‘) I i it 
\ ex 
Al ‘ t eferer ‘ ; 
North M H t M ent ¢ tee, N 
H Hospit A berg er M 
yo he ha GENERAL HOSPITAL, eee eee: Middiesex 
I I DENT HO I PHYS! ! 
1 Der ox Ih trnent I) ‘ 
. | 19 
\1 t 
‘. 7 r Py dates ey te Med 4 
t H t ! } 1458 
EDGWARE GENERAL HOSPITAL, Edgw are, Middiesex 
RESIDENT OBSTE rie HOt =} - RGEON f 
iH t I t 1 August, 195% 
M.RLC.O.G. purpose 61 } DI ' 
( f , rece M \ 
Ho | 1st Ju 19 x 
te GENERAL HOSPITAL, Edgware, Middiesex 
RkesID NT GYN -ECOLOGICAT HOUS! URGEON f 
Hi | ] | t 14t Aus 14 rm 
M.R.C.O.G. 1 ( t 
re | M Ad 
H y 18th J 195% 
ENPISLS. WAR ant het HOSPITAL, Chase Side 
I MIDE RESIDENT SENIOI HOU BOF FICE! 
au ' 61 I i ' 
Ay ' 1 j ¢ @ referes ' 
‘ tary, | eld ¢ ip H Mat ent ( 

e, I Hospit Phe Ridgew Ent i, Midd ex 
EPPING ST. MARGARET'S HOSPITAL Resident 
" S101 HOUS! OFFICE! . nt 1 
Aug I w i E.R. B IS ner ‘ wit} 

‘ < d 
Ay t wit ‘ r 
ecretary, Epping ( wy i tal M t ttee, Oak 
(Cottage, The Plain, t h ex tit Ju 10 
EPSOM DISTRICT HOSPITAL, Orme Fane, Epsom 
REI RESIDENT HOLS! I iEON 1 i 12t 
August for gener ery Pre-re tration ] 
for FRA 
ADI tior tating r tlifleation x 
f 2 test hould } r 


to G Secret 


EPSOM DISTRICT HOSPITAL, Dorking 
| rec 


“TU RGEON 


road, Epsom, 


RREY ESIDENT HOUSI 2 
r Ort i EN. i | Department Pre-registra 
post 1 i for F.1 

ADI t t 1 and 

pie {2 t tir 

Group Seer ! i 


AN 





NOUNCEMENTS 5 JULY 1958 
EDINBURGH NORTHERN GROUP OF HOSPITALS. 
RESIDENT HOU} OFFICE] requ Maternity Unit, 
I ( ‘ Hos l, for 6 mont mmencing Ist July 
re rl i for tl VM BRO 
> referes Medical Super- 


i pital, ¢ i, Edinburgh, 4. 
THE ROYAL EDINBURGH HOSPITAL 


EDINBURGH 


I S01 i Al ! ire invited 
| SENIOR HOt I OFFICER to work in 
I t of the Jord bu Hospital, which 
i I ve ty |] t f Ps hological 
I I «le 1 i pa work 
l I he burg | nt becomes 
to 195s A‘ oe | t available 
\ i! f X a I names f2 
le within 2 week ippearance of this 
nf Grou Secretar 1 Tre irer, Royal 
k rt H f Mi l iN ID lers, 40, 
i rf ' i } ] ? 7 ] 
GLASGOW BELVIDERE HOSPITAL (644 Beds.) 
Anplicat vited for the post of RESIDENT HOUSE 
OFFI Hospit \ nt Ist August 1958 6 
t j ADI ved | gistration post in general 
fir The H pit ‘ ted with the 
Ly f Infectious Diss for undergraduate 
Al 2 referees, to the 
I I 1 H 1410, London 
‘ rf “ t ! 
GLASGOW, N.1 Ae os guard GENERAL eee © oe 
‘ e Geriatric | | ‘ vited for th 
HOUSE OFFI “ comnised f pre-registration ~ 
f nthe beg gl Augu 195 I idressed 
Me s of 2 referees 


a ee N.1. STOBHILL GENERAL HOSPITAL. 


Bed Appl invited for 

‘HO! =} OFFICE! ecognised for pre-registration 

6 mo t ng Ist August 1Yos nd should be 
Medical Superinte« lent, giving the names o 


aLasaow, STOBHILL GENERAL. Paty patted tynr 


d Ap! ie yt of 
Hol ' OFFICE! ecognised for pre-registration for the 6 
t beg g ist A weu t, 195% nd she ud be addressed to 
Ml ~ , sn 2 referees 

GLasaow ROYAL HOSPITAL FOR SICK CHILDREN, 

11LL, GLA w, ¢ e v for HOUSE 

RGEONS (pre-registration) for the te “Ist ~”N uzust, 1958 

j uy 19 9, att Hi pit 
Medé = ident 
aLasaow ROYAL MENTAL HOSPITAL. Applications 
f JUNIOR HOSPITAL MEDICAL 
Ak RIC} , a r * A I , + #}isv 10 

Al n f 2 referee to be sent to the 

= ( w Royal Mental Hospital, 

(ire \ t d, ¢ gow, W.2 0 is possible 

GRANTHAM AND KESTEVEN GENERAL HOSPITAL. 
118 Be I Rk SIDENT Hot SI PHYSICIAN (Senior House 

rfTies r | ot Inter Crene medical and peedi- 

Post t 17tl Ju 1958 
\ itior with det f experience, &c., d mangas 06 2 
~ tal 101, Mat thory md, Grant Lines. 

GRIMSBY GENERAL HOSPITAL (197 Beds ) ‘Shemeid 
L He ARI e RESIDENT or NON- 

ENT RI STRAT rthoped r iired rhe post i 

xt of 61 nthe f the F.R.C.S., and the 
| x Appointment for 

. . 

Sec! Sheff I Hos] I Board, Old 
.s I i. i4 1958. giving age lation- 
f ene ind previou ppoints ents with 


HALIFAX AREA HOSPITALS MANAGEMENT COM- 


JUNIOE HOSPITAL MEDIC Al OFFICER wanted 
1 t e Northowram Hall 
| Hi x j e Outpatient Chest ¢ I t the Roval 
x I Approx tel 2 ib llous chest 
ad 7 tube ulous Self-« ned flat in 
dat t Hospit Vacant now 
‘ warded to tl Gi p Secretary at Royal 
! Inf i fax 
HAREFIELD AND NORTHWOOD GROUP heey 3 
i MEN MMITTE! ORTHOPLEDI GISTRAR 
4 y f pitals W K ainen sessions at 
| M \ d Northwood, Pinne ind District 
fost wre § kes ns at St. Vineent’s Orthopedic 
li t 
Ap tion for bt I from d returnable to the 
( - H 1 Northwood Group Hospital 
Ml ‘ t Ml \ Hospit Northwood, 
lid x 19 ly 1058 
HASTINGS ROYAL EAST SUSSEX HOSPITAL. 
150 Bed IOUSE SURGEON Pre-re ration post for 
ae ry required at this acute hospital 
\ vil mae f 2 referees, to Ad rator 
HASTINGS. ROYAL EAST SUSSEX HOSPITAL. (150 
| Loeu HOUSE SURGEON re i Pre-registration 
’ rl on " rding to experie! 
\ t Hospita Ad 
HEXHAM GENERAL HOSPITAL (308 Beds.) Junior 
ae ITAL MEDICAL OFFICER (gene irgery and ortho- 
i Hospita ecog d by * te College f Surgeons. 
M com lat ‘ vailable if required 
Ar ‘ feres irly as possible 
( > ( ‘ Hospital, Hex Northumberland. 
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HEMEL HEMPSTEAD, HERTFORDSHIRE wesT 


rm HOS! ral I 1 ‘ CASUALTY Ps + he hI Junior 
H spital Medics Office eq ed for period 9th-—3lst August 
Please aj to the Hospital § 
newss HEMPSTEAD, HERTFOROSHIRE. wesT 
HERTS SPITAI 2 He SI RGEONS e-registration 
quired. tions, giv f det s and 2 names for reference, 
sl ild be sent to the ‘H pit Secretary a byt... 
HEREFORD. GENERAL HosPITaL (154 Sede.) House 
OFFI ER ed e-regist | 
Ap} wit f 2 recent test ' s, to Group 
Secret Hospit M re t Con ttee, Victoria House 
Eign-street, Here 
HERTFORD COUNTY HOSPITAL. (171 Beds. Hospital 
sit i 2] f I I tions are invited for 
“IDEN HOUSE PHYSICIAN (Male r 
I ‘ seco! t ! wnised pre-registration |} t 
x vl ! ve eld re lent urgical 
August. 1958 
4 t s to ¢ ~ et Hertf 1 Hospital Manage 
tt nr lg ache Hertford, He 


HERTFORD COUNTY eon Se. (171 Beds. Hospital 


1 for the 





f HOt SE SU Re BON, general surgery, gyn@cology 
7 i mime? ‘ i soon as 
+s K - ef } l { - 
ADI t to G et Hertf H tal Manage 
t Cor inty Hospital, Hertford, He 
HERTFORD COUNTY ee ae (171 Beds. Hospital 
Ss lated 21 i I t ms ‘ nvited f the 
’ ent of HOU SE SU Re SON we . f t mere’ 
as soo! “ I ‘ Pre-registrati 
urnised ler | cS AT tior . 
lered from fully registered | titione 
Apt tions to Group Secretar Hertford Hospital Manage 
Hospit Hertford, Herts 


BUCKINGHAMSHIRE WAR 


HIGH WYCOMBE, 
L HOSPITAI SENIOR RESIDENT 





MEM Al | I Al 
HOUSE PHYSICIAN i. Post v July 
referees ~_ 
HIGH WYCOMBE, BUCKINGHAMSHIRE WAR MEMO- 
AL HOS Be I 4 nHOUst PHYSICIAN 
i for ¢ ths P yt t 21st July 
: ome ‘ wit ta Serretas 
wiet WYCOMBE WAR MEMORIAL HOSPITAL, 
' b ‘ HAMSAH rit) —F - { kaon ' | f r veneral 
reer nd E.N 
ADI t ™ 


HITCHIN, HERTFORDSHIRE LISTER hey ed se! 





RESIDEN’ HOUSE SURGEON t now vaca ognised 
5 registratior st i F.R.C.S 

tions stating ge nat nality jualifications ind 
experience we wit pies of recent testimonials, to be 
sent to the os, i 4dminis r, Lister Hospita 


HITCHIN, HERTFORDSHIRE LISTER HOSPITAL. 
RESIDENT HOUSI PHY SI IAN now required Recognise 














a | "4 Dutic I ide genera 
ed 
Al Z Z f and 
perienc wet rw s of res be 
se » the Me 4 Lister 1H j ‘ 
HUDDERSFIELD melee HILL a (164 Beds.) 
H DERSFIELI Hi “i I MANAGEME MMITTEE Applica 
f t : i f RESID NT MEDICAL OFFI 
CEI r Hospit M oft i le 852 10 ‘ 
£1182 10 | t bov H t The present allocat if 
is 2x ‘ 136 for geriatric 1 t 
Ay u “ f ‘ t te . nm 
H } < INSON G ‘ ove ry 
Hudde Hos] Management Committee 
rhe R al Infirr Huddersfield 
HUDDERSFIELD ROYAL INFIRMARY (285 Sede.) 
it pl SF LI) ft ~ I I 1A EMENT ¢ MMITTEE polic ions 
mU “— ~— H aP M ae a = —— 
for the post f HOUSE PHYSICIAN t ommence duties 
“ di Salar cordance wit! tic cule 
gether wit! f 3 recent testin to 
be “ t lersigned ”) asible 
H. J. Jon v. G Secretary 
Hud field H M ent Committee 





Infirmary, Hu 


HUDDERSFIELD ROYAL INFIRMARY (285 Beds.) 








HUDDERSFIELD HOSPITAI MANAGEMENT OMMITTEE HOUSE 
SURGEON required to commence duty 6th August, 1958 
TI vost is recognised i pre-registration appointment and for 
ee = t woe net 4 I ‘ il scale 
| mre y f ' it test onials, te 
dressed to the undersigned as soon possible 
J). JOHNS secre to the Management Committee 
Phe Re Infirt Hs fleld 
HULL KINGSTON GENERAL HOSPITAL. (419 Beds.) 
HULL A GR P HOSPITAL MANA MENT OCOMMITTE! OUSF 
SURGEON (pre-registration | ' Resident. a tenable for 
6 months it I ti ide "4 PCOLogy nd gem surgery 
A pplicatior with 2 recent testimor to the Hospit 


HUNTINGDON COUNTY HOSPITAL a ay porn are 


invited for the p« f HOt =| OrvICek reg low vacant 
P re« T d for pre 2 t | € 

full particu i me f 2 referec to Secre 
t Hospit H gad 
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HORNCHURCH. ST. GEORGE'S HOSPITAL. Junior 
HOSPITAI _ ap AL OFFICER (resident required from 
approximately September next at this Hospital which 
accommodates 604 chr nic sick patients. The post offers excellent 
geriatric experienc 

Applications should be forwarded to the Secretary, Romford 
Group Hospital Mar xement Committee, Oldehurch Hospital, 


hKomford, as soot possib 
ILFORD KING “Q@EURGE HOSPITAL, Eastern-avenue, 
ILFORD, ESSEX There will be a vacancy for a HOUSE 
PHYSICI AN it above Hospital on 6th August, 1958 First 
or second post; pre-registration rhe post will be tenable for 
6 mont 

\pp ication giving full particulars and accompanied by 
testimor : hould be sent to the undersigned within 7 days of 


the appearance of thi dvertisement 
H. }t HARRIS Group Secretary, 

liferd and Barking Group Hospital Management Committe 

King George Hos} 
IPSWICH AND Lee a4 SUFFOLK HOSPITAL (Anglesea- 
ROAD WINE be Applications invited for post of 
HOUSE SI KGEON t Consultant General Surgeon, vacant 28th 
Beads 1G58 | cognised for pre-registration and F.R.C.S. 
ex t 

Appli ! wit pies of recent testimonials, to Hospital 


IPSWICH. ST. HELEN'S HOSPITAL. (129 Beds for 
infectious dis USES pulmonary tuberculosis, long-stay ortho- 
peedics | rhe area Chest Clinic is in the Hospital.) 
Hol SE 1 H\ 1 Se TAN required (post-registration appointment ). 
Accommod on available for married man 

Applications to JOHN WILLIAMS, Group Secretary, Ipswich 
Group Hospital Management Committee, at the Ipswich and 
East Suffolk Hospital (Anglesea-road Wing), Ipswich 
ISLEWORTH. WEST MIDDLESEX HOSPITAL. North 
WEST METROPOLITAN REGIONAL HOSPITAL BOARD. REGISTRAR 

hole-t ‘ Obstetric ind Gynecology 1 year in first 
be visited by direct appointment Post 









pI ‘ foru obtainable from and returnable to Group 
Secretary, West Middle sex Hospital, Isleworth. by 15th July 
ISLEWORTH. WEST MIDDLESEX HOSPITAL. South 


WEST MIDDLESEX HOSPITAL MANAGEMENT COMMITTE! HOUSE 


st RG] ON Duties include plastic surgery and orthopmdic 
~urwe * rthopwdic bed ind 18 plastic surgery beds Large 
utpatient lini ’ t vacant l7th August 1¥55 

Applications to G Ip Secretary West Middlesex Hospital, 


Isleworth, by 15th July 
KETTERING AND oe HOSPITAL MANAGE- 


MENT MMITTES Application ire invited from registered 
med | practitioners for the ‘ppointment of SENIOR HOUSE 
OFFICER ¢t the Geriatri. Unit iz i rea There are 160 
wtive bed the unit in 3 hospital I t vacant 14th August, 
1958 he lential accommodation available National seale of 

Applications, together with the nar nd addresses of 2 
referes to the Group Secretary, Central Administration Offices, 


General Hospital, Kettering 
KILMARNOCK ee gay (147 Beds.) House Officer 
‘ al posts, Vv Augus Wide experience under 





( wultant supervisior ectdent National terms 
Appl mmediat Arena Med il iperintendent, 1, Hill 
street, Kilmarnock ephor Kilmarnock 1300 
LEEDS jnear) WoOOLANDS ORTHOPAZDIC HOS- 
PITAL, RAWDON, hear LEEDS 112 Beds SENIOR HOUSE 
OFFICER (resident) reqaired Post vacant Ist October, 1958. 
Appli rns t ng age ind experience with copies of 2 
testimor to the Secretary, The Royal Infirmary, Bradford, 9 
York re 


LEEDS REGIONAL HOSPITAL BOARD. Registrar 


vacam 








1 I ‘ Le \ nd B ¢ ul Recognised for 
F.F.A. R.C.S nd D.A. Resident or non-resident 
/ y h i Tad ter Grouy Appr imately 375 Beds in 
the r ry ti Non-resident 
(ler 1 Vedicir 
Regional Rheumatism Centre, Harrogate (240 Beds) (9 ses 
ind Rheumatie Clinic General Infirmary, Leeds (2 
! Resident at the Royal Bath H > Harrogate 
Huddersfield Group (70 general medical beds) Non- 


resident 
Wakefield A nedical beds) with addi- 


Furnished flat available. 





onal duties in the 
Obstetrics and Gynecolog 
a) Leed 4 Gro to alternate 6-month periods) 
between St. Mary Leeds 109 obstetric beds), and 
“t. Jame Hospita 75 obstetric and 52 gynecological 
bed Resident Recognised for M.R.C.0.G 


») Halifax General Hospital with additional duties at Halifax 
nfirmary 108 obstetric and 41 gynecological beds) 
d for M.KR.C.0.G. Resident 

Surgery 


rate General Hospital $8 orthopedic beds) Non- 


Otolaryngology 

York County and City Hospital 2% E.N.T. beds). Resident 
or non-resident 
Psychiatry 

a) Menston Hospital, near Ilkley (2500 Beds Resident. 

bh) Meanwood Park Hospital (Mental Deficiency), Leeds (800 
Bed Accommodation available for single person 

If desired facilities for attendance et the Leeds University will 
be provided if the successful candidates are studying for the 
D.P.M 

Application tating age, qualifications and details of present 
and previ opointments with dates, together with the names 
ind addresse« f referees, to the Secretary, Joint Registrars 
Committee, Park-parade, Harrogate, by 9th July, 1958 











or 
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LEEDS REGIONAL HOSPITAL BOARD. Short-term 
LOCUM TENENS appointment in the Registrar grade are 
constantly available at hospitals in the area of the Board 


particularly in the specialties of anesthetics, general medicine, 


general and orthopedic surgery, and psychiatry 
Interested practitioner suitably experienced, should com 
municate with the Secretary Joint Registrars Committee, 


Park-parade, Harr 
LEEDS THE UNITED LEEDS HOSPITAL. THE 
JENERAL INFIRMARY AT LEEDS. SENIOR REGISTRAR in General 
jyuired, for 1 year in the first instance rerms and 
if service for hospital medical staff apply 

ns tating age, qualifications, previous 
should be sent to the 


gate 


Surgery rec 
conditions 
Applicat 
dates, and names for reference 
School of Medicine, Leeds 2 
LINCOLN COUNTY HOSPITAL, Sewell-road, Lincoin. 
(200 Beds Applications are invited from Men and Women for 


posts wit! 
Sub-Dean, 


the post of R ESIDENT HOUS!I a This is an 
approved pre-registration post rt vacancy will occur on 
2nd August, 1958 

Applications, wit! oy testimonials, should be sent to the 
Group Secretary, I oln County Hospital, as soon as possible 


LINCOLN yet eh he HOSPITAL, Sewell-road, Lincoin. 


200 Beds I are invited from Men and Women for 
S poste of RESIDENT HOUSE SURGEON, These are approved 
pre-registration posts which will be vacant on Ist August, 1958 
The duties are with General Surgeons. If satisfactory. candidates 
vinted fo d 6 months as Hou Physicians 
on “ testimonials, should be sent to the 


as soon ¢ 





unty Hosp it ail, 
MOSSLEY HILL HOSPITAL. 


tary 





LIVERPOOL, 18 Senior 
HOUSE OF} I ER surgic required Ist September 1958 
National Hea Service tern ind conditions 
Apply, Medical Sup nder 

LLWYNYPIA HOSPITAL, Liwyaypla, Rhondda. Ponty- 
PRIDD AND RH »DA OSPITAL MANAGEMENT COMMITTEI 

HOUSE OFFI k ¥ =. cine required immediately The 
person appointed will be juired to undertake duties at tl 


beds and 78 chronic 


sick beds and 


sick 
Tyntyla 
. 


Liwynypia Hospital (40 acute medical 
beds), Glyncornel Hospita 6 chroni 


Isolation Hospital (42 








Applications, stating age qualifications and experience, 
together with copies of 2 recent testimonials, to be sent imme 
diately to the ¢ il Secretary Pontypridd and Rhondda 


Hoepit i] Management Committee, Courthouse-street, Pontypridd 


LOUGHBOROUGH GENERAL HOSPITAL. Applications 








are invited for the post of SENIOR HOUSE OFFICER, surgical 
Female now vacant 

ation stating age, qualifications and experience, with 
opies of recent testimonials, to Group Secretary Leicester 
No. 1 Hospital Management Committee The Leicester Roval 


Infirmar 


LOWESTOFT AND NORTH SUFFOLK HOSPITAL, 








LOWESTOFT, SUFFOLK SENIOR HOUSE SURGEON (resident) 
required Furnished flat vallab for married officer, if desired 
Post recognised for final F.R S. eXamination requirements 
rhe Hospital has a Consultant General Surgeon and is regularly 
visited is Consultants in all specialties from the Norfolk and 
Norwict ‘ Membership of a Medical Defence Society is a 
ondition p tment 

Applic iting age jualifications and experience, with 
names and Advesuen of roe ae to Hospital Secretary 
LUTON AND DUNSTABLE HOSPITAL, Luton, Bed- 


FORDSHIRE. SENIOR HOUSE OFFICER for Accident Service, 
including duties in the Hand Infection Unit, required for vacancy 
mid-Jul Post recognised for ..C.8 

Applications, jualifications and 
experie! together with copies of 3 recent testimonials, to be 
sent to the Secretary of the above Hospital as as possible. 


MAIDSTONE. KENT COUNTY OPHTHALMIC AND 


stating ut nationality 


soon 





AURAL HOSPITAI 113 Beds MID-KENT HOSPITAL MANAGEMENT 
COMMITTE! Applications are invited for the appointment of 
SENIOR HOUSE SURGEON in the Ophthalmic Department of 
the above Hospital. Post vacant now. The Hospital is recognised 
by the Examining Board for the F.R.C.S. and the D.O. Salary 
£819 108. a year less £150 a year for residential emoluments 
Applications should be forwarded to the Administrative 


Officer, Kent County Ophthalmic and Aural Church- 
Maidstone 
MAIDSTONE. WEST KENT GENERAL HOSPITAL. 
(141 Beds.) MID-KENT HOSPITAL MANAGEMENT COMMITTEE 
Applications are invited for the pre-registration post of HOUSE 
SURGEON. 6 months’ appointment. Vacant now. tecognised 
for F.R.C.S. Salary at the rate of £467 10s.-£577 10s. p.a. A de- 
duction at the rate of £125 a year is made for board and lodging, 
and other services provided 
Applications should be forwarded, 
Administrative Officer at the Hospital 


MANCHESTER. SOUTH MANCHESTER HOSPITAL 


Hospital 


street 


as soon as possible, to the 


MANAGEMENT COMMITTE? Applications are invited for the post 
of SENIOR HOUSE OFFICER (anesthetics) with duties in the 
South Manchester Grouy This post is recognised by the Royal 
College of Surgeons for the F.F.A. R.C.S. and for the D.A 


stating age, present 
names of 2 referees, to be forwarded immediately 
Secretary, Withington Hospital, Manchester, 20 
MANCHESTER. BOOTH HALL CHILDREN’S HOS- 


post, experience and the 


to the Group 


Applications, 


) 


PITAL, BLACKLEY, MANCHESTER, 9 s80 Beds Recognised for 
D.C.H.) 

RESIDENT SENIOR HOUSE OFFICER (surgical). Duties 
orthopaedic and N.1 Post vacant Ist August 

Applications, giving name ind addresses of 2 referees, to be 


sent to Group Secretary, from whom further particulars may be 


obtained. 
I 


IOUSEk OFFICER surgical), pre or post-registration. 


Duties mainly general surgery and neurosurgery. Post vacant. 
Applications immediately, with usual particulars and copies 
of 2 recent testimonial to Group Secretary. 


ANNOUNCEMENTS 
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MANCHESTER BOOTH HALL CHILOREN'’S HOS- 


PITAL, BLACKLEY, MANCHESTER, 9 50 Beds MANCHESTER 
REGIONAL HOSPITAL BOARD RESIDEN’ MEDIC AL OFFICER 
Registrar grade Vacant from Ist September, 1958. The Hos 
pital is recognised for D.C.H. and is associated with the Univer- 


teaching. 
obtained 
sent 


Health for undergraduate 
further particulars may be 


completed forms should be 


sity Department of Child 
Application forms and 
from the Secretary, to whom 
before 31st July, 1958 
MANCHESTER. CRUMPSALL HOSPITAL. Applications 
are invited for the post of RESIDENT CLINICAL PATHO- 
LOGIST (Senior House Officer grade Now vacant. Tenable for 
1 year and presents opportunities for gaining experience in all 
branches of clinical pathology. Previous experience in pathology 
not essential 
Applications, 
l4th July, 1958 
Management Committee 
MANCHESTER (near). 
PITAL. JUNIOR HOSPITAL 
or temporary) required at above 
able All modern treatments 
granted. 
Applications 


details and names of 2 referees, by 
to Group Secretary, North Manchester Hospital 
Crumpsall Hospital, Manchester, 8. 
PRESTWICH (MENTAL) HOS- 
MEDICAL OFFICER (permanent 
Hospital. Single quarters avail- 
practised and study facilities 


with full 


giving full personal details and the names and 
addresses of 2 referees, should be sent to the Medical Super- 
intendent, Prestwich Hospital, P.O. Box No. 1, Prestwich, 
Manchester, not later than Saturday, 12th July, 1958. 
MANCHESTER REGIONAL HOSPITAL BOARD. North 
AND MID-CHESHIRE GROUP OF HOSPITALS. ALTRINCHAM GENERAL 
HOSPITAL AND ANNEXE, near MANCHESTER. (130 Beds. Recog- 
nised under F.R.C.S. regulations.) Applications are invited for 
the post of SURGICAL REGISTRAR, vacant middle of August. 
This appointment, in a busy general hospital, with duties at 
other hospitale in the Group, offers excellent opportunities of 
practical surgical experience to suitably qualified candidates. 

Applications, together with 2 recent testimonials, to be sent 
to the Group Secretary, North and Mid-Cheshire Hospital 
Management Committee, Sinderland-road, Altrincham, Cheshire. 
MANCHESTER REGIONAL HOSPITAL BOARD. South 
MANCHESTER HOSPITAL MANAGEMENT COMMITTEE. Applications 
are invited from registered medical practitioners for the post of 
RESIDENT SURGICAL OFFICER Registrar grade) at 
Wythenshawe Hospital. The post will include responsibility for 
general surgical beds, and is recognised by the Royal College 
of Surgeons 

Applications, stating age, qualifications 
ence and names of 2 referees, to the Group Secretary, 
Hospital, Manchester, 20. 
MANCHESTER, 20. WITHINGTON HOSPITAL. South 
MANCHESTER HOSPITAL MANAGEMENT COMMITTEE. Applications 
are invited for the post of SENIOR HOUSE OFFICER (surgical), 
including casualty duties, vacant on Ist September, 1958. The 
post, which is normally tenable for 12 months, is recognised by 
the Royal College of Surgeons for the final F.R.C.S. examina- 
and posse primary F.R.C.S. will be an advantage. 
The Hospital is recognised by the Manchester University for the 
teaching of undergraduate students. 

Applications, with full details, to the 
Withington Hospital, as soon as possible. 
MANCHESTER. UNITED MANCHESTER HOSPITALS. 


present post, experi- 
Withington 





Group Secretary, 


MANCHESTER ROYAL EYE HOSPITAI Applications are invited for 
the post of RESIDENT SURGICAL OFFICER (Registrar 
wrrade 

Applic ined from the undersigned. 


ation forms may be obta 
H. R. Nortu, General Superintendent, 
Manchester Royal Eye Hospital. 
MANCHESTER. UNITED MANCHESTER HOSPITALS. 
SAINT MARY'S HOSPITALS, MANCHESTER. Applications are invited 
for the post of RESIDENT CLINICAL PATHOLOGIST (Senior 
House Officer grade), vacant in August. Candidates must have 
held house-appointments, but previous laboratory experience is 
not essential Suitable for candidates interested in obstetrics 
and/or peediatrics wishing to obtain laboratory experience. The 
duties will be mainly in the Department of Clinical Pathology, 
Saint Mary’s Hospitals, but the holder of the post will also spend 
ome time in the Manchester Royal Infirmary. 
Applications to be made on forms obtainable 
signed and submitted by 14th July, 1958. 
4. R. Wise, General Superinte nde nt. 
Whitworth Park, Manchester, 


from the under- 


Saint Mary’s Hospitals, 


MIDDLESBROUGH. NORTH ORMESBY HOSPITAL. 
184 Beds.) SOUTH TEES-SIDE HOSPITAL MANAGEMENT COM- 
MITTEE Applications are invited for the post of HOUSE 
SURGEON for Surgical Team No. 1 at the above Hospital. 
The post is recognised for pre-registration service under the 


Medical Act, 1950 

Applications, stating age 
giving names for reference, 
secretary. 


MIDDLESBROUGH. 


and experience, and 


qualifications 
Hospital 


should be addressed to the 


NORTH ORMESBY HOSPITAL. 
SOUTH TEES-SIDE HOSPITAL MANAGEMENT COMMITTEE. Applica- 
tions are invited for the post of SENIOR HOUSE OFKICER 


(gynecology) at the above Hospital which will be vacant about 


the middle of July The post is recognised for the i..C.0.G. 
examinations 
Applications, stating full details and giving names for reference, 


should be addressed to the Hospital Secretary. 

MIDDLESBROUGH GENERAL HOSPITAL, Ayresome 
Green-lane, MIDDLESBROUGH. Beds. SOUTH TEES-SIDE 
HOSPITAL MANAGEMENT COMMITTEE. Applic ations are invited 


(305 


for the appointment of SENIOR HOUSE OFFICER (ortho- 
peedics) at the above Hospital. The post is ae on for the 
F.R.C.S. examination and includes some duties in the Casualty 


Department, which is under the supervision of a full-time Senior 

Casualty Officer. 
Applications, 

together with the 


pital Secretary. 


experience, 
Hos- 


qualifications and 
should be sent to the 


stating age 
names of referees, 


53 
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HOSPITA M\ Al 
he ap] NTO tS ) 
F.R.C.S. ex 
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Hospit > 
MIDDLESBROUGH (near) vipa litt HOSPITAL 
SOUTH TEES-s EMES \ 
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MIDDLESBROUGH (near). HEMLINGTON HOSPITAL 
. Ml { M 


Hospital 5 
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NEWMARKET GENERAL epenge a Serer. 


facilities 
ADI 
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Newcast 
ations 
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accord 
Ay 
tendent 


NORTHAMPTON 


NORTHWOOD, 
HOSPITA 
—<f RGI ON 


Ippo 

pre-reg 
ADI 

forw 


Host 
NORTHWOOD, 
HOSPITAI \ 
PHYSICIANS 


August, 19 
App t 
f w led 
H ay 
NORTHWOOD 
1OSPTT 
PHYSICIA 
Augu 
AT 
warded I 
rt iw 


(near) 


<ENIOR H 


MIDDLESEX 
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MIDDLESEX 


MIDDLESEX 
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NORWICH Neo NORWICH nose rT aes Applica- 


wing appointment vacant Ist 
Ang \ r registration posts 
Norfolk and lerwieh Hospital, Norwich 

HO PHYSICIANS (2 D rely general medica 
HoOUs} RGEONS (2 Post cognised for final F.R.C Ss, 

x t t rement [burt le tir general surgical 
NiO} \ Al ‘ OFFIC 2 Casualty Officers 
Ol I I HOUSE sul KON 2H 5 Officer 


JUNIOR O rHO! EDI HOUSE SURGEON. 2 Ortho 
House Officers en d in tl 


Jenny Lind ‘Hospital for Sntieren, Norwich 





10 PHYSICLAN at Hospital, which forms the 
I i Department of the United He pital 
lt Nhe ct pervi msultar 
T N k and Norw ospit I cognised f 
i x it juir 
Ho RGEON t il, w hf s the entire 
] t f th Norw l The 
ind t ect supervision of the ¢ i Staff 
{ N nd Norwich Hospital 
West Norwich Hospital, Norwich 
HOUSE PHYSICIANS 2 Duties wlude medical and 
x rhe beds at this Hospital are under the ntrol 
i Phy i if the Norfolk and Norwich Hos 
vita nd t i ssful indidate will be required to under 
ike medical dut inder their supervisi 
HOS} RGEONS (2 Post recognised for final F.R.C.S 
xaminatior juirements. Duties general surgical and including 
work rhe beds at this Hospital are under the 


Consult t Staff of the Norfolk and Norwicl 





Hi 
t) Norfotk and Norwich ye oy Norwich 
ApI t e also invited for the owing appointments 
l Aug t, 19 
ENILO! ASI ALTY OFFICER AND HOUSE SURGEON 
tl ~ t Block Senior House Officer status 2 Casualty 
ft ny th partment Post recognised for final 
rt xXamination requirements 
- NIO} IBSTETHIK HOUSE SURGEON Senior House 
Officer stat 2 House Officers employed in the department 
P rf r D.Obst.R.C.0.G. examination require 
SENIOR Of} BOT eDe HOUSE SURGEONS Senior 
House Officer st 2 Orthopedic House Officers employed in 
lepartment Post recognised for final F.R.C.S. examination 
ENIO HOUSE OFFICER ANASSTHETISTS (2 Senior 
H e Officer stat 2 House Officers employed in the depart 
“ if D.A. and F.F.A. K.C.S. examination 
Member f Med Defence Society | i condition of 
App t giving full details, with names of 2 referees, to 
irouy Hospit Management Committee st 
tel Norwi« 


NOTTINGHAM y adyt HOSPITAL. (811 Beds.) Appli- 
ted the post of SENIOR HOUSE OFFICER 





I) art nt of rh racic Surgery. Post vacant immediately. 
lar £319 10 p.a. less £150 for residenti emoluments 
rt py it will be for 1 ul 
Appl tior stating are natior ality, qualifications and 
xper wether witl opies of 3 testimonials, should be 
en Hospital Secretary, City "Hospital, Hucknall-road, 
\ 
NOTTINGHAM CITY HOSPITAL. (811 Beds.) Applica- 
! \ i for the post of HOUSE PHYSICIAN, vacant 
Tet August. 1958 Recognised for pre registration purposes 
Ap! tions tating are nationality qualifications and 
xper ‘ 6 witt oples of not more than 3 testimonials, 
to be ser nediat to the Sospital Secretary, City Hospi il, 


CITY HOSPITAL. -¥; Beds. Recog- 





D.A. and F.F.A = SHEFFIELD 
Whole-time R S1Dk NT REGIS 
d Appointment for 1 year in first 
- ! sheffield Region Hospital Board, Old 
Fulwood-road Sheffield t 14th July 1958 giving age, 
natior i fications, present and previous appointments 
with dat ning 3 referee 
NOTTINGHAM GENERAL HOSPITAL. Senior House 
OFFIC El wthopeedic and fr scture ) required. Duties to 
! ibout 18th July 19 Post offers exceptional 
experiet I sumatic surgery 
ApI t stating “gt qualifications and experience, 
together wit ypies f testimonials be sent to Group 
NOTTINGHAM GENERAL HOSPITAL. Senior House 
OFFICE! 4 equired Duties to commence 26th July, 
LYS 
Ap tior tating age, qualifications, experience and 
natior toget r with copies of testimonials, » be sent to 
Gir ry, General Hospital, Nottingham 


NOTTINGHAM GENERAL HOSPITAL. Resident Pre- 
HOUSE PHYSICIANS required. Posts vacant 


tn LOCUM juired immediately 
Ap tions stating age qualifications and experience, 
togetl with copies of testimonials, to be sent to Group 


secre 


NOTTINGHAM GENERAL HOSPITAL. Applications 
rt I 


ure he post of SENIOR HOUSE OFFICER (casualty), 
dut t ence about 26th July Establishment 3 Recog 
if FE. RCS Post offers wide experience of casualty work. 

Ay tior tating age, nationality, qualifications and experi- 
vith copies of testimonials, to be sent to the 


aH pital, Nottingham 
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NOTTINGHAM GENERAL HOSPITAL. Resident Pre- 
registration HOUSE SURGEONS required. Posts vacant July. 
Applications stating age qualifications and experience, 
together with copies of testimonials, to be sent to Group 
secretary. 
OLDHAM AND DISTRICT HOSPITAL MANAGEMENT 
invited for the resident post of 


OMMITTEE Applications are 
HOUSE OFFICER (pediatrics Recognised for D.C.H The 
post offers excellent neonatal experience 

Applications ontaining details of qualifications and expt ri 
ence, together with copies of 2 recent testimonials, should be 
forwarded to the Group Secretary, Central Offices, Rochdal 


road, Oldham 
ORPINGTON HOSPITAL, Kent. 

HOUSE SURGEON for Orthopeedic and E.N.1 
Offers expe hospital 
situated within easy reach of L« 


Pre-registration 
post now vacant. 
pleasantly 


good rience in large general 


mdon 


Apply immediately to Surgeon-Superintendent (Orpington 
27050 
OSWESTRY. gee 4 JONES AND AGNES HUNT 
ORTHOPEDIC HOSPITAI R GISTE ARS in Orthopedics 2 
resident or non-resident mmence 18th August and Ist 


October Experienced specialt and highes surgical qualifications 

desirable 
Application forms 

interviews 25th July 


OXFORD REGIONAL HOSPITAL BOARD. Registrar in 


from Secretary to be returned by 19th July 


Anawsthetics to the Aylesbury Group of hospitals. Recognised for 
F.F.A. R.C.S. and D.A The appointment will be for 1 year and 
eligible for extension to second year 

Application forms obtainable from Secretary, Registrar 
Committee, 43, Banbury-road, Oxford, to reach him by 21st July 
PAISLEY HOSPITALS MATERNITY UNIT. (Thornhill 


AND BARSHAW MATERNITY HOSPITALS.) Applications are invited 
from registered and provisionally registered medical practitioners 
for 2 RESIDENT HOUSE SURGEON (obstetrics ). 
Posts become vacant on Ist August, 1958. 


posts 


Applications to Group Medical Superintendent, Royal 
Alexandra Infirmary, Paisley 
PAISLEY. ROYAL ALEXANDRA INFIRMARY. House 


above Infirmary as from 
registration practitioners 


SURGEON (orthopedic) required for 
Ist August, 1958. Post approved for pre 
and F.R.C.S 
Applications to Group Medical Superintendent. 
PAISLEY. ROYAL ALEXANDRA INFIRMARY. House 
SURGEONS (general) required for above Infirmary as from 
ist August, 1958. Posts approved for pre-registration practitioners 
and F.R.C.S. 
Applications to Group Medical Superintendent 


PERTH. COUNTY AND CITY OF PERTH GENERAL 
HOSPITALS rhe following House Officer posts will fall vacant 
on Ist August, 1958 


Bridge of Earn Hospital 


* 2 SENIOR HOUSE SURGEONS (Fracture and Orthopedi 
Unit). 
*1 HOUSE SURGEON (Fracture and Orthopedic Unit). 
*1 SENIOR HOUSE SURGEON (General Surgical Wards 
t+ 1 HOUSE SURGEON or SENIOR HOUSE SURGEON 
(E.N.T. Ward) 
1 HOUSE PHYSICIAN (General Medical Wards 
Perth Royal Infirmary 
2 HOUSE PHYSICIANS (General Medical Wards) 
Notes 
1. Senior House Officer posts are tenable for 12 months and 
Junior House Officer posts for 6 months 
2. All Junior House Officer posts are recognised for pre- 


registration hospital service 
3. Posts marked * are re 
Surgeons under tl 
Post marked 
D.L.0 
Applic ations, Ziving age qualific ations, experience and names 
of 2 referees, should be sent to the Group Medical Superintendent, 


cognised by the Royal College of 
the F.R.C.S 


under the regulations for the 


1e regulations for 
ognised 


is rex 


Perth Roval Infirmary, Perth 
PONTEFRACT AND CASTLEFORD HOSPITAL 
MANAGEMENT COMMITTE! ANESTHETIST Junior Hospital 


Medical Officer) required for duties at hospitals throughout the 
Group. Post resident or non-resident. 

Applications, giving details of experience 
addresses of 2 referees, to the Group Secretary, 
House, Salter-row, Pontefract 


PONTYPRIDD AND RHONDDA HOSPITAL MANAGE- 


names and 
Northern 


and the 
Great 


MENT COMMITTEI 
East Glamorgan Hospital, Church Village, near 
Pontypridd 336 Beds and large Outpatient Depart 
ment Committee's Base Hospital serving population of 


174.000 Recognised for D.Obst.R.C.0.G.. F.R S., 
D.C.H., F.F.A.R.C.S., D.A. 
SENIOR HOUSE OFFICER medicine), to commence 
Ist August, 1958 
SENIOR HOUSE OFFICER (obstetrics and gynecology), 
to commence Ist August, 1958 
SENIOR HOUSE OFFICER pediatrics); to commence 
Ist August, 1958 
SENIOR HOUSE OFFICER (pathology), to commence 
immediately 
SENIOI HOUSE OFFICER (anesthetics), to commence 
15th August, 1958 
Liwynypia Hospital, Liwynypia, Rhondda (200 Beds 
including acute medical and chronic sick beds, serving 


rea population of 112,000) 
SENIOR HOUSE OFFICER medicine), to commence 
Ist August, 1958. Person appointed to this vacancy will also be 
required to undertake duties at the Glyncornel Hospital and have 


part responsibility for the Group Infectious Diseases Hospital. 
Applications, stating age, qualifications and experience, 
together with copies of 2 recent testimonials, to be sent to the 


Group Secretary, Courthouse-street, Pontypridd. 
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ISOLATION HOSPITAL. 
required for duty in 
Hospital. Immediate 


THE SCOTT 
ER (third appointment 
wards at the 


PLYMOUTH. 

HOUSE OFFI 
general medical 
vacancy. 


above 


Applications, to include full details and names of 2 referees, 
to be sent to Group Secretary, Plymouth Special Hospital 
Management (Committee, 8, Nelson-gardens, Stoke, Plymouth, 


as soon as possible. 

PLYMOUTH. SOUTH DEVON AND EAST CORNWALL 

HOSPITAL. 
SENIOR 

ember, 1958 
HOUSE sl 


Anesthetics, vacant 
and F.F.A.R.C.S. 
posts (2) both 


HOUSE OFFICER in 

Recognised for the D.A.. 

RGEON®S, pre-registration 
R 


Sept 


vacant 


immediately. Recognised for the F. CS Greenbank Road 
Hospital. 
In all cases send names of 3 referees, also stating age, 


nations ility, qualifications and experience, to the Group Secretary, 
Nelson-gardens, Stoke, Plymouth. 
PLYMOUTH. SOUTH DEVON AND EAST CORNWALL 
HOSPITAL, FREEDOM FIELDS. Central Casualty Department. 
RESIDENT SENIOR HOUSE OFFICER in Casualty, vacant 
immediately. Recognised for the F.R.C.S. 
Applications, with names of 3 referees, to be 
Group Secretary 
POOLE GENERAL HOSPITAL, Poole, Dorset. Bourne- 
MOUTH AND EAST DORSET HOSPITAL MANAGEMENT COMMITTEE. 
Locum CASUALTY OFFICER (Senior House Officer) required 
for a fortnight from 21st July. 195%. No weekend duties. 
Applications to the Hospital Secretary 
PORTSMOUTH GROUP HOSPITAL MANAGEMENT 
COMMITTEE. 
Queen Alexandra Hospital 
SENIOR HOUSE OFFICER, General 
tology. Vacant, Ist July, 1958. 
Royal Portsmouth Hospital 
Orthopedic (104 orthopedic beds 
SENIOR HOUSE OFFICER. Vacant 
HOUSE OFFICER (pre-registration ) 
Paediatric and Medical (30 Beds) 
HOUSE OFFICER (pre-registration). 
1958. 
Saint Mary's Hospital 
Surgery (120 surgical beds) 
HOUSE OFFICERS (3) (pre- 
August, 1958, and 12th August, 
Applications, stating age, 
together with the names of 2 referees, 


sent to the 


Medicine and Derma- 


2nd August, 1958. 
Vacant 14th July, 1958. 


Vacant 12th August, 


registration). Vacant now, 9th 
1958. 
experience and 


should be 


qualifications, 
forwarded as 


soon as possible to E. H. Hv RST, St. Mary’s Hospital, Milton- 
road, Portsmouth. 
PRESTON ROYAL INFIRMARY. (400 Beds.) Senior 


HOUSE OFFICER in Orthopeedics. Post recognised for F.R.C.S. 
Post vacant now. 

Applications, with 
Preston and Chorley 
Infirmary, Preston. 
READING. BATTLE HOSPITAL. (391 
AND DISTRICT HOSPITAL MANAGEMENT COMMITTEE. 
are invited from registered medical practitioners for the post of 
RESIDENT JUNIOR HOUSE SURGEON (pre- or post- 
registration) required in the Accident and Orthopedic Depart- 
ment. F.R.C.S. recognised. Also casualty duties. Vacant, 
immediately. 

Apply, stating age, qualifications with dates, nationality, 
present post, with copy of recent testimonial, to Secretary. 
REDHILL. EAST SURREY HOSPITAL, Shrewsbury- 
road, REDHILL, SURREY. RESIDENT HOUSE SURGEON 
(Male). Pre-registration appointment vacfnt immediately. 
Opportunity of House Physician's post to follow if required. 

Applications to Hospital Secretary. 

ROCHDALE AND DISTRICT HOSPITAL MANAGE- 
MENT COMMITTEE. HOUSE PHYSICIANS required at Birch Hill 
Hospital. 3 resident posts available in July. 

Apply at once to Group Secretary, Central Offices, 
Hospital, Rochdale, Lanes. 
ROCHESTER, KENT. 
PITAL. MEDWAY AND GRAVESEND HOSPITAL 
MITTEE. Applications are invited for the post of CASUALTY 
OFFICER (Senior House Officer grade). 1 of 2 in the depart- 
ment. Post vacant now and tenable for 6 months or 1 year. 
Recognised for F.R.C.S. Salary £819 10s.-p.a. 

Applications, stating age, nationality, qualifications 
experience, with recent testimonials, to Hospital Secretary. 
ROCHFORD, ESSEX. GENERAL HOSPITAL. (620 
Beds Locum SENIOR HOUSE OFFICER (general medicine) 
required from 17th July to 2nd August, 1958, inclusive. 

Applications immediately to the Secretary. 

ROCHFORD. GENERAL HOSPITAL. Locum Registrar 


Secretary, 
Loyal 


to Group 
Committee, 


names of 2 referees, 
Hospital Management 


Beds.) Reading 
Applications 


Birch Hill 


ST. BARTHOLOMEW’S HOS- 
MANAGEMENT COM- 


and 


required in the large Obstetric and Gynecological Unit at the 

above Hospital for the period 18th July—10th August, 1958. 
Applications immediately to the Secretary, Management 

Committee Offices, General Hospital, Rochford, Essex. 


HOSPITAL OF ST. CROSS. House Surgeon 


RUGBY. 
Surgery (pre-registration). Recognised F.R.C.S. 


in General 
Resident. 

Applications to Hospital Secretary. 
ROMFORD, ESSEX. RUSH GREEN HOSPITAL. (301 
Beds.) RESIDENT HOUSE OFFICER (general surgery) 
required from 7th July, 1958. Post is recognised for pre- 
registration purposes and for F.R.C.S 

Applications should be forws irded immediately to 
Superintendent stating also names of 2 referees. 
ROMFORD, ESSEX. RUSH GREEN HOSPITAL. Locum 
SENIOR HOUSE OFFICER in General Surgery required for 
period of 2 weeks from 8th to 22nd September for busy 
surgical unit of 120 Beds 

Apply by letter or telephone to Medical Superintendent. 
phone: Romford 46066, 

55 


Medical 


next 


Tele- 
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ROMFORD, ESSEX. RUSH GREEN HOSPITAL. Lecum 
\ ( Aus et t 


ROMFORD GROUP HOSPITAL MANAGEMENT COM 


‘ \ 


Hi 


MOORGATE GENERAL nocn Tat 


ROTHERHAM 
; . bit 


RUSTINGTON, SUSSEX. ZACHARY MERTON MATER 


RYDE. ROYAL I.W. COUNTY HOSPITAL. Isie of Wight 


lek 


RYDE. ROYAL I.W. COUNTY HOSPITAL. Isle of Wight 
PHYSICIAN 


SALISBURY GENERAL HOSPITAL 


Applications are 


SALISBURY GENERAL HOSPITAL 


Applications are 
EO 


SCOTLAND WESTERN REGIONAL HOSPITAL 


H4 


WESTERN REGIONAL 


SCOTLAND HOSPITAL 


Alex Infirm 
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SCOTLAND NORTHERN sar sea nage HOSPITAL 
BOARI Applicat are nvited r the post of SENIOR 
REGISTRAR in Obstetric ind Gynecology The main dutie 
t Raig I Hos} l it l y Northern Infirmary, 
i 
> ea t pp tier ind further part ilars ire obtain- 
i in ‘ WW pl ition hould be 
Au l 
1. M. I ASEH M.D 
‘ d Administrative Medical Officer 
(ott N rn Keg | Hos} I rd 
I i l Old Edinburgh-road, Invern 
Snare elo city GENERAL HOSPITAL (658 Beds.) 
i I i NAl HOSPITAI BOARD W hole-time NON 
it} IDEN I REGUISTRAI I (ieneral Medicine required &tt 
‘ dutic oat Firvale Infirmary (chronic sick 
I Y x rel respiratory disease and 
ApI r | year in first 
\ =heffield | iu Board, Old 
I al | Held L4t } 1u wiv w ae nation 
mntrment witt 


SHEFFIELD vree UNITED SHEFFIELD HOSPITALS 


rue HEFFIELI REGIONAL HOSPITAL 
| for Senior Registrars, 
{ vited for the post ENIOR REGISTRAR it 
| " wit! nit t ire in t? Dey tment f Radiology 
| Int | He t she? ! (andidates 
| agnostic | i on Appointment for 
| ‘ d rer vable nnu thereafter 
“ ! gional he 
‘ i] ra ! ‘ witt 
' I ow 
4 t tisf tor work 
\ X ! x it wit! 
t Ad trative Offleer 
, | W ’ ’ | ] i t t 


SHEFFIELD THE ate SHEFFIELD HOSPITALS. 
, " ith ENT SENIO! L HOUSE OF FICEE 
<URGEON t exper 


Hi t Western I k, Shetiic 
] iu 


SHREWSBURY EYE, EAR AND THROAT ae ao 





Hotsk OF F lik SN. yuties | Hos 
! ! r He t pe t recog 
DLO. RCS. and F.1 = mmediately 
, ‘ wit teut the Group Seeretary, 
Hi ‘ j I “hrewsbury 
SHREWSBURY ROYAL “SALOP INFIRMARY/COP- 
" Red Hot 2K SI RG EON. Va ) 
F.R.C.S 
4 t! ‘ Gir I Secretar 
He t I Infirmar “hrewsbury 
SHREWSBURY ROVAL SALOP INFIRMARY/COP- 
i " Hee HOt =} en SICLAN, pre 
ble \ Ist ugust, 1955 
\ ‘ me t Group Secret 
Hospit ‘ | I Infirn <hrewsb 


SHREWSBURY SHELTON MENTAL HOSPITAL. 
| 





“HH \ RY HOSPITAI ihe I IE NIOR Hoes 
I \ MI DIC AT OFFI kT ADI tment for 1 ear in first 
“ingle esid il aceor dation ava bl I rn 
I M \ 1 at ps j 
o Me suy 
siocuP KENT QUEEN MARY'S HOSPITAL Resident 
ENIOR HOUSI OFFICE! ed from 15t 
Jul 1958 ~ ees Ww le ‘1 ' 7 for residentia 
rhe ¥ recognised for the F.F.A. Rut 


addre ‘ of 2 referes 


SKIPTON (near) GRASSINGTON HOSPITAL (208 
I 





i SENIOI HOUSE OFFTE I juired for the above 
H provide treatment for tuberculous patient 
Accom sdation ble for netle ay plic int 
\ t Mi i ° A 
SL OUGh, BUCKINGHAMSHIRE. UPTON HOSPITAL 
Hie Est RGEON re din Department of Obstetric ind 
( ' k with part-time Registrar. Post not reeognised 
1). Ob bet C.0O.G 
Ay t ‘ fo re ree to Secretary 
peng BUCKINGHAMSHIRE here a hp tneerndln yes 
RESIDENT AN-ESTHETI REGISTER required fo 
a t J r Angu 
Al vit 4 feres to Secretary 
a wep th GENERAL HOSPITAL. (465 Beds 
y M ip and Diploma examinations of the 
C04 RE IDENT HOt KE SUI iEON pre-registration 
' (x ‘ d Obstetric Ut re tired beginning of 
r wit! ie of recent testimonial hould be 
rw tole { uy ecTretary 
( i Management Committees Bullar-street 


SOUTHAMPTON. wOvVAS SOUTH HANTS HOSPITAL. 
‘ ed for F. RCS ORTHOPADIC HOUSI 





} pe ! 
“UCU RGEON pre-registration indidates eligible Post offer 
x t exper e in the treatment of traumatic conditions 
\ th t Group Seeretars Southampt Giroup Hos 
M gement Committee, Bullar-street, Southampton 
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OT mei ond oa ROYAL SOUTH HANTS HOSPITAL 


i and ‘ rHAMPTO ENERAL HOSPITAL (4¢ Bed 
~} NOI Hit SE OFFICE! E.N.1T required end August 
| , t ‘ ghised fe the F.R.CLS henge md D.L.0 
examination ind provide experience it Hl branet of EN. 

rh | Girouy i diag ributing iring 
Appl 0 I i id | 
ard u ( oul pte 

( i i M y Cor Bullar-street 


ithampt 
SOUTH east METROPOLITAN REGIONAL HOS 





I ARD py ire invited rar 
fe - Linn feist RAL n Psyel try to fill vacam in th 
pproved traines t ment in the Dar 1? md Stor Giroeurl 
f f \ t | h Park I) ford (f t ning 
| def ve rhe Hosy tuate 1 es fr 
I if it mad t for t uate ud 
lents f t neg t " if jen tra 
I x “ ed ! bl rt 
I f ‘ t ra vit ‘ na tit 
of f hosp i nd d TY (England 
\ iw be f the fir 
Al I Xu rw tieula f ue j' ition ‘ 
I ‘ hit with t inne l 
f te } secretal i ! 
Committee ~ I Me polita I 0 1 He tal B 
11. Port ter thar 19th Sake 19. s 


ry tactile On- SEA GENERAL HOSPITAL. Applica- 
f TEMPO! ARY CASUALTY 
OFFICE] Regist | ty 1s August, 1958 Dut 


1 ] 
1458 


SOUTHEND ON- SEA ‘GENERAL HOSPITAL Applica- 
< RESIDENT DEPUTY Cast 


OFFICE] Ser House Off rf i “ cdatic 


SOUTHPORT GENERAL INFIRMARY. (189 Beds.) 





HOtsk PHYSICIAN (gener ned 
HOUSE PHYSICIAN (general n i tha va 
HOUSE SURGEON ye 
Ay trent j suree ] 
for F.} 

\ 4 t xperi 

! % 4 nia t ( yu ~ 

| I Hi I M rf Con 


Promenade Hospit thport 


sT ALBANS city “HOSPITAL (384 Beds.) North- 


MET ! lL HOSPITAL BOARI W hole-t t 
RGTCAT itl RAI t for tit ‘ 
i I t | t } 
ihe. Hlost 1 be ‘ it i 
Application for btainable fror nd returnable to, S« 
M 1-H ts Grou i pital Management Committee. I 


H e, ¢ - All Herts, b 22nd July, 1958 
St ALBANS city goa, St Albans, gon tart 
ib ‘ ! AN -ESTHE rie HISTR 

te juired for the period 10th Aug 1 September 
1958, it f Post recog ed for F.F.A. RCS nd D.A 

Ay cations to Secretar Mid Herts Gr | Hospital Mat 
ent Committe Bleak House, Catberine-street, St. Albar 
sT ASAPH HOSPITAL, St teak. Flintshire 











Appointment of HOUSE OFFICE! Duties divided betw 
{ 16 Be E.N.T 12 Bed ind oral surgery 
i He 
API K ualitic tior ind experience 
dt v tir T to be ent forthwith 
( p Secret Clwy ind ‘Deesidi Hospital Mar r 
Cor . | ll-road. Rhvl 
STAFFORD STAFFORDSHIRE Ssneane INFIR- 
M y Be v Be HOUSE SUI 
GEON Px rt I t \ ‘ nt July At end of 
e the Tee fu pplicant will be considered for appoint 
I tior f House Physician if he or YT, 
1 wt Pt m t 
Ap tier to Group Secretary ~taffe en Hospital Manage 
ment ¢ nitte | Foregate-street. Staff 
y th ove On- TRENT city SENERAL HOSPITAL. 
‘ nvited r HOUSE OFFICER (medical vac 


<- july I 
Detailed 
STOKE-ON-TRENT 


ognised pre-regi 
pple itions to the Secretary 


oir 


stration post 
it the Hospital 
GENERAL HOSPITAL 


HOUSE PHYSICIAN (peed required Post vacant very 
hortly Pre wistration aanites secammiand for TD). 
Detailed pplication with copy testimonial to Hospita 


STOKE-ON-TRENT NORTH STAFFORDSHIRE 


ROYAI INFIRMARY HOUSI PHYSICIAN | required Pre 
! istrat n po \ nt he | 
Detailed | Rs ap tior wit! copy testimonials to Hospital 
tar th Staffordshire Royal Infirmary, Stoke-on-Trent 


STOKE- ON- TRENT NORTH STAFFORDSHIRE 


ROYAIE NFIRMARY =ENIOR HOUSE OFFICER invest hetics 
required Post recognised for F.F.A. R.C.S. and D.A Medical 
library facilitic vailable 

Detailed appli tior to Hospital Secretary as soon as possibk 
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STAFFORDSHIRE 


5 JULY 


STOKE-ON-TRENT. NORTH 


ROYAL INFIRMARY HOUSI OFFICE! general irgery ) 
required Recognised for FRCS Post vacant very shortly 
Detailed application wit opy testimonials, to Hospital 
Secretary, North Staffordshire Royal Infirmary, Stoke-on-Trent. 
SUTTON ee HOSPITAL. St. Ebba’s and 
BELMONT ROUP Ht ITAL MANAGEMENT IMMITTEE. SOUTH 
WEST METROPOLIT REGIONAL HOSPITAL BOARD. Locum 


vital fron 


fob ge ag tn RE VISTRAI 


required at above Host 


























I3th July, 19 rhe Hospital is principally concerned with the 
treatment . neure | early p } her 
pportunities for res h, and the Hospit chist 
for the D.P.M., takes an active part g 
with teaching ho pit Is 

Further particular be bt ned from the Medical Admi 
trator, Belmont Hi » Brighton-road, = n, Surrey 
SWANSEA HOSPITAL, ‘Gwancea (413 Beds.) Glan- 
rAWE HOSPITAL MANAGEMENT OMMITTE 4 ms are 
invited for the resident post of SENIO! Hol sk OFFI ER in 
the rraumati ind dic Department of the above 
Hospital rt i under the F.R.C.S. regulations 
f 6 mont tyvt It offers exceptional experience 

ill aspect f traumatic surger s occurring in a large industrial 

Application tating age nd xperience together with copies 
of 2 recent testimo ls, should be forwarded to the Hospital 
Secretary | ij JONES, Group Secretary. 
SWANSEA MORRISTON HOSPITAL. Glantawe 
HOSPITAL MANAGEMENT MMITTEH Applic ons are invited 
f ! post of SENIOR HOUSI OFFICE n the Department 
f osurs it the above Hos] The irtment is the 
' for F osur for & nd the post 
Te f itic for d studying 
for hig! ua lific t Vacane x 

Apr " re rw nt testimonials, 
t ild be forwarded to the tendent of the 
Hospital | up Secretary 
SWINDON —— DISTRICT HOSPITAL MANAGEMENT 

MMITT s are invited for post of tESIDENT 
HOl SI PHY st TAN n acute I ical unit of 64 eds at 

gar Hosp l cn for raining A pre- 

registration internship regulations. 

Full det with name if 3 referees, to Secretary, 7, Okus- 
road, Swindor S00n as | ible 
TAUNTON AND SOMERSET HOSPITAL. Senior 
HOUSE OFFICEI anwsthetics juired. Post vacant now. 
Is recognised for F.F.A. R.C.S ond D.A 4 Registrar in 
Anesthetics is also employed in the South Somerset Clinical Area, 
iwhich the above is the principal general hospital 

Applications, stating age, nationalit experience in anzsthe- 
tik f any urett with the names of 2 referees to the Group 
Secretary, ‘I _— Hospit il Management Committee, Musgrove 
Park Hospital, T mediately 
belgie tly ed AND SOMERSET HOSPITAL. ee 
re invited for the post of SENIOR HOUSE OFFICER (casualty 
id orthope 

4 ication tating ye nationalit ind = qualifications, 
te t wit t! i f 2 referees I d be forwarded to 
th ‘ ~ I t Hospit Management Com- 
r oe 7 d Somer Hospit Musgrove Park Branch, 


TAUNTON AND SOMERSET HOSPITAL, Taunton, 


SOMERSET $23 Bed Hows! OFFICERS general surgery ) 
required, 2 pre-registration posts recognised for F.R.C.S., 
y cual n “w 
Appli tic t ting ge, nationality and qualifications, to the 
Gi Secretary I ton Hospit Management Committee, 
ussrovs Park He t I nt 


Tredegar, Mon- 
Hospital 


TREDEGAR GENERAL HOSPITAL, 
MOUTHSHIRI HOUSE SURGEON required at above 


from llth July Commodious I flat available 





Dy to Group Secretary Rhymney and Sirhowy Valleys 

Ho tal Management Committee Central Offices, Cveerphilly- 
Ystrad Mynach Heng: d, Glat 

TUNBRIDGE WELLS (near) PEMBURY HOSPITAL, 


WELLS GROUP HOS- 
ns invited for pre- 


PEMBURY KENT Beds rUNBRIDGI 





PITAL MANAGEMENT OMMITTEE Applicat 
registration post of HOUS!] SURGEON 6 months’ appoint- 
nent Vacant now 

Apply giving details of age, experience and qualifications, 
» Sur uperintendent 


TUNBRIDGE — 


(near). PEMBURY HOSPITAL, 

PEMBURY, KENT Beds rUNBRIDGE WELLS GROUP HOS- 

PITAL MANAGEMENT COMMITTE! Applications invited for pre- 

Z ratior post of “O] rHOPADIE HOUSE SURGEON. 
6 months’ appointment want now 


d qualifications, to 





. giving details of age, experience ar 


m-Superintendent 


UXBRIDGE CHEST CLINIC, 





High-street, Uxbridge, 





MIDDLESEX Locum | EGISTR AR. whole-time required for 
ip pre xximatelvy 1 vear. Du I “~~ it Chest Clinic, but appoint- 
re issociated with Hillit St. Bernard’s, and Southall- 





an be desirable 


iinable 


Hospital Car 


informat 





from the Physician 

PEACE MEMORIAL 

invited for the post of 
This is a pre-registra 


Further ion obt 
WATFORD, HERTFORDSHIRE. 
HOSPITAI 211 Beds Applic 
SE SURGEON at the above 


itions are 


Hospital 


tion post and is recognised for F.R.C.S Salary according to the 
National Health Service scale Post vacant mid-July 
Please send copies of recent testimonials, with applications, to 


the Administrator 
pase nig HERTFORDSHIRE. PEACE MEMORIAL 


invited for the post of 


OSPITAI 211 Beds Applications are 
RESID! NT ANESTHETIST senior House Officer grade) to 
a Watford Hospitals. Post vacant Ist July. 


itions, together with copies of not more than 2 recent 


. to the Administrator 


Applic 
testimonial 
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WATFORD. GROUPS PATHOLOGICAL LABORATORY 

Al { NON-RESIDEN' 

PATHOLOGIS' Ser H Officer grad r t 
ADI t s vit 

Pathologist in Chare Group 9 | tor 6. Rick wort 


ai, Watford, H 


WATFORD SHRODELLS HOSPITAL (General hos- 
| il, 366 Beds AT tior re invited fort I tof SENIOI 
HOUSE OFFICER to the Geriatr Unit I lent or non 
resident, to tak juty about July 25th. 1 init of 180 Beds 
ind nt ¢ 1% x lini 
ext x I t f i t 
Ine sses t i i x t 
Adequ ling 

ADI hon towet wit nies ’ 

nials, 5 1 ‘ tl Medical Administrator soon 


WAKEFIELD. PINDERFIELDS Saran. HOSPITAL. 


Regional Tt ‘ Centr pplications invited f positions 
of SENIOR HOUSE PHYSICIAN ind SENIO!I HOUSI 
~ RGEON. Salary £819 10s. p £150 p harged for 

es sony written ay tions, giving full persona irticulars 
letails f experience 1 2 names and idresses r reference, 
» W. BOwRING, G ip Secretary, Pindertields General Hospital, 


Wakefk 


WAKEFIELD eee eee ree HOSPITAL 
t al 








Appli OR aves Gers ER 
n the Ne “er Departr ent. S £819 10 A charge 
f £150 4 4 i 

Address writter | tions, giving full rsor particula 
and = det f exper AN toget he vitl 2 names and 
dresses for refer “a V. BowrRina, ¢ p Secretary 
Pinderfields Genet Ho tal, Wakefield 
rhea Mbeent PINDERFIELOS GENERAL HOSPITAL 
Locum Tenens SENIOR HOUSE PHYSICIAN r red for the 
period 17 ist Jul nelusiv Salary #1 19s. per week 
Charge for a« mmodatior t the rate of £150 p.a 

Address written applicatior giving full personal particulars 
ietails of experience and 2 mes and addresses for reference 

W B vi Sect Pinderfields G il Hospital, 
Wake i 
WARRINGTON AND DISTRICT HOSPITAL MANAGE- 
MENT MMITTEF Appli ons are invited for the resident post 
of SENIOR HOUSE ‘OFFI ER (geriatrics) (Mal Femalk 
for tive wgeriatri inits at Whitecross Hospital and Aikin 
Street Hospital, Warrington. Good clinical experience and study 
time for higher ialifications Seale of sa £819 10s. p.a., 
less a deducti f £1 p.a. for residential emoluments 

s to be forwarded to HENRY L. Boot, Grouy 

se » General Hospital, Warrington, Lanes 





Applications are invited 
ESIDENT CASUALTY 


dical Officer) at the 


WARRINGTON INFIRMARY. 
from Males and Females f r ost of R 
OFFICER rraded as Junior Ki mpital Me 
bove Host d for the F.R.C.S. Scale 


ost is recognise 





rhe 
2 108.-£55-£1182 ‘108 leas a deduction of £170 for 
ents 4 whole-ti Senior Hospital Medical 
i f Departmetr 
tions ating age, experience and qualifications, s ild 
Henry |! Boot, Group Secretar 
and Distri t Hospital Management Committee, 
ral Hospital, Warrington, Lancs 


West FIFE HOSPITALS BOARD OF MANAGEMENT. 
f JUNIOR HOSPITAT 


Al ‘ 
MEDICAI OFFICER lent it Gilet Hosp I 
Kir ~ 1 B i be 
il 
4 x re s x 
iged % | ~ ( 
n iH By K y 
ae oe SUPER. MARE — HOSPITAL (104 
Beds ir it ed edical 
practitioners f the pre-r atate tion appoint t of HOUSI 
SURGEON (re lent Vacancy 15th July. 1958 
ADT it r tat ng 4 ju f tions, toget r wit! ame 
and addresses »y rees lil be ddre: ito the S 
W est on-supe + te H nit oo wement Com: e 
WINCHESTER GROUP HOSPITAL MANAGEMENT 
MMITT ~ H VES rROPOLITA HOSPITAL ! ARD 
REGISTRAI n Ana F gist i l at ‘ 
R H re ¢ ! H A inti t 
the Lord M rT (it Altor I t recognised 
F.F.A “ i lent nor lent \ nid 
Fon f , fr Gy Ro 
Har t H 
es ANO LEON HOSPITAL MANAGEMENT cOomM- 
M ' aL ‘ FAR MANCH ! st NIOR 
HOUSI OFFICE! n Surge r red. Duties include gyna 
logy ! lalt Re ler ~t. Vacant now 
K nows)e House, Wigar 
WIGAN AND LEIGH HOSPITAL MANAGEMENT COM- 
MITTE! 
Royal Athert Edward infirmary, Wigan 
HOUSE Ss RGEON 
Leigh a Leigh 
HOUSE SURGEON 
Pr gistratior 
4 t ! wit r f f 2 referee t “ etal Knowsley 
House, Wig 
WIGAN AND LEIGH HOSPITAL roger wn prewar l 
MMITT! VHELI HOSPITAI 1 acut medical bed 
HOUSE PHYSICTA®S pre-registration post 
4 tior vith name f 2 referees, to Secretar Knowsley 
H 
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INFIRMARY. 


int now 
Infirmary, 


ROYAL ALBERT EDWARD 
KON pre 
tary, Royal Albert 


WIGAN. 
HOUSE SURG 

Applications to Sect 
W igar 


WIGAN 


registration post a 
Kdward 


ROYAL ALBERT EDWARD INFIRMARY. 


200 Beds SENIOR HOUSE OFFICER in Orthopedic Surgery 
Application to Secretary foval Albert Edward Infirmary 

Wigan 

WINDSOR KING EDWARD Vil HOSPITAL. Locum 

RESIDENT AN-ESTHETIC REGISTRAR required, 14th July 


ith August 
Applicat 
ence, with names 
WINDSOR. KING pach penned vil  emangteplenage 
Ac 


Office resider required 


giving age, nationality, qualifications and experi 


eferees, to Secretary 
Registrar 
ident Unit 


(asualty 


of 30 Beds at tl Hosp ‘al ind with Ca we he Department 
forms part of the Accident Serv for t Windsor Group and 
nelude dutie with the E.N.1 nd Eve Departments. Candi 
lates muld have 1 previous experience in the treatment of 
veute injuric 

Applicat t orn fro ind returnable to Secretary, Windsor 
Group Hospital Management Committe Alma-road, Windso 
WINOSOR KiNG. gc vil HOSPITAL. Locum 
RESIDENT SURGICAI iHISTRAR required rd July 
6th August 

Applications giving we mality qualifications and 
experience, wit names of 2 referees, to Secretary 
WINDSOR ee EDWARD vee HOSPITAL. House 
PHYSICIAN 1 1 Male or Fe ile, for post vacant 27th 
July 

Applications, wit! opies of recent testimonials, stating age, 
jualifications with dates, and nationality, to Secretary 


(634 
OFFI 


NEW CROSS HOSPITAL. 


and 2 HOUSH 


WOLVERHAMPTON 


Bed 1 SENIOR HOUSE OFFICER 

ERS (pr egistratior Medicis Acute medical bed Vacant 
now 

Appli tions to Hospital Secretary 


WOLVERHAMPTON. NEW CROSS HOSPITAL. (634 
Beds.) Pre-registration HOUSE OFFICER in General Surgery 
Post recognised for the F.R.C.S. Vacant early July 
Applications to Hospital Secretary 
WOLVERHAMPTON. THE ROYAL HOSPITAL. (An 
ited hospital of the Birmingham University Medical 
School Pre-registration HOUSE OFFICER (pediatrics Post 
recognised for D.C.H. Vacant 27th July 
Apply, giving age and qualifications 
monials, to the Secretary 
WOLVERHAMPTON. 
ated hospital of the 


associ 


and copies of 2 teati- 


THE ROYAL HOSPITAL. (An 
Birmingham University Medical 


HASO 
School Pre-registration HOUSE OFFICERS (general surgery ). 
Vacancies occur 2nd, 9th, and 17th July All posts recognised for 
L, RA ~ 

Apply, giving age and qualifications and copies of 2 testi- 


monials, to the Secretary. 
WOLVERHAMPTON. THE ROYAL HOSPITAL. 


Medical 


(An 


wmsociated hospital of the Birmingham University 
School ORTHOPEDIC SENIOR HOUSE SURGEON for 
nite ind Orthopedic Department Post recognised for 


R.C.S Vacant immediately 

Apply, with 2 testimonials, to the Secretars 
WORTHING GROUP HOSPITAL MANAGEMENT COM- 
— Applications are invited for the post of AN-AESTHETI¢ 
REGISTRAR in the above Group (Southlands Hospital, 411 
Be a W ort! Hospital 210 Bed Vacant end of August 
Post is re« d for the D.A. and F.F.A. R.C.S 





obtainable from the undersigned and 
mimediately 
V. OAKTON, Gro 
Worthing Group Hospital Management Committees 
120. Brighton-road, Worthing, Sussex 
WORTHING GROUP HOSPITAL MANAGEMENT COM- 
MITTER and CHICHESTER GROUP HOSPITAL MANAGEMENT ( OM 
nt of R 


ition are 





ip Secretary 
ul r i 


EGIS 








MITTES App itions are invited for the appointme 
rRAR in I cal Medicine to be made jointly by the bodic 
oncerned The post, which is now vacant, will entail working in 
both the Worthing and Chichester Groups, and the successful 


candidate will work under 


Physical Medicine. 
This post is recognised for Part I Physica 


f the Diploma of 





Medicine 
App tion forn re obtainable from the undersigned and 
hould be returned imi diately 
LOCUM required for this post pending appointment. 
V. OAKTON, Group Secretary 
Worthing Group Hospital Management Committee 
129. Brighton-road, Worthing, Sussex 
WORTHING HOSPITAL, Lyndhurst-road, Worthing, 
SUSSEX 10 Beds Acute general he post of HOUSE 
SURGEON will be vacant from 10th August 
Applicatior fr ther registered medical practitioners or 
p registrati idates, stating age, qualifications, experience, 
nationalit ind wing copies of 2 recent testimonials to be 
forw led the ¢ yup Secretary immediately 
4. V. OAKTON, Group Secretary, 
Worthing Group Hospital Management Committee 


WREXHAM. WAR MEMORIAL HOSPITAL. (230 Beds.) 
ire invited for the post of SENIOR HOUSE 
in the Orthopredic Department of the above Hospital. 
: residential one and affords particular facilities for 
study Successful applicant will be allowed to 
ittend for 2 days a month at the Robert Jones and Agnes Hunt 
Orthopedic Hospital, Oswestry The Hospital is recognised for 
the Diploma of F.R.C.S. (England, Edinburgh, and Ireland) 
Applications, stating age nationality, qualifications, and 
experience, together with copies of 2 recent testimonials, to be 
sddressed to the Secretary, Maelor General Hospital, 
Wrexham, as 


tion 


OFFICER 


Group 


soon as possible. 








and $250 per month for Resident 


Saskatchewan, Canac 
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WREXHAM MAELOR GENERAL HOSPITAL. (591 








Beds.) Application P4 DEATH It 
HOUSE PHYSICIAN tt weve Hospit to ‘ 
Ist August, 1958. 1 py t t ecognised f the D. H 
and for pre-registration purp 

Application tating age t fleatiorn 
experience, together wit y f t ] 
be addressed to the tir p ex! Pe 
Mawddach Hospital Management ¢ nimittes M ( 
Hospital, Wrexhar Denbigt 
WREXHAM. MAELOR GENERAL NOSPUTAL (591 
Beds) and WA! MEMORIAI ‘ REXHAM be 
Applications are nvited f HOl } PHYSICIA? t 
above Hospital to ) f l Lugs t, 1958 t 
ments are recognised for ry 

Application Ling wre 
experience ether | 2 ‘ 
be addresse« to t (3 1} ‘ Wrex Po 4 i 
Mawddach Hospit M geme ttee Mae a 
Hospital, Wrex! Denbigt ré 
WREXHAM (near). TREVALYN MANOR MATERNITY 
HOSPITAL, ROSSETT VREXHAM 4 Bed Applicatior 
ire invited for t po f HO E SU bO> t the b 
Hospital, t ) et jut Ist Sey " 1958 I 
Hospital i Part Il Midwife ning id 
normal and nor iwif 

Appl tio! tat P t ' t tions ind 
xperier wit? I ‘ t t te nt t 
the pp ~ et M r Ger H pit x! 


soon a 
WORKINGTON INFIRMARY, La ppg (150 Beds, 
pre-registrat Hot I REIS ENIOR HOUSI 
ncaa f ort ‘ nd ty dut \ tae 


re 











Apt ications, wit lat l f 2 refers to Grout 
DUBLIN ST KEVIN'S HOSPITAL The Sublin Beard of 
ASSIstal vite iy 
REGISTRAI 0 

Period xt ! 
further p i f . 

Salar “et ‘ ! d i £s 
with full b 
f 10 f i ¢ f ' 4 1 7 4 
further £100 wher 
cations 

Full j t 
the Eat ¢ Dut 
date for ‘ 14t J 1Y 

J. Now retar 
NORTHERN IRELAND HOSPITALS AUTHORITY 
Appl st re invite for ¢ ted w ap Tee r 

a 

a p 
Nort! West Hospit M wre 

bh) 2 post r t | 
and South Belf M y 

) 2 pe ! re Belf 
required t le } 
required 

d) 3 post n | t how H Dowr 
patrick, and 2 under t Aut t at tL Cat mt 

The term nd cond ) will be dance wit! 
ation of the Sper Rey t N i 

Applications to be 1 forn tainable with f 
particular fror t > et Nort rm Ireland Hos 
Authorit 44-46, Quee treet fast it be returned 
later tha Mat J 19 
NAIROBI. H.H THE AGA KHAN Accel ae OO hestehe pba 
HOSPITAI \pp y 
practitioner the f ‘ tment for this 
racial hospital w } xpected er mn the near fut 
Initially there w be 32 |} ‘ ! 2 Be 
general surger rk Be t Re 4 
outpatient and ilty s¢ ‘ 

1. A RESIDENT MEDICAL OFFICE! 

2. A RESIDENT SURGICA OFFICER 

For these posts tl! rn ‘ nd of ter be 1 
with a possil ty of ex f Th 1 
for the first vear w be £120 nd for t econd 
£1250 p A tance } ng Candidates for t = ppoi 
ments must have « eted p esgrint 

Applications, giving fu let f ficat 1 exper 
ence and stating the name of 2 refere ysuld be idressed 
not later than 1l4t j to the Adr trator. H.H. The Ag 
Khan Platinum Jubilee H t =t. George Hospit 


Hyde Park Corner, London, S.W.1 
NEW YORK. NEW ROCHELLE HOSPITAL, New 


ROCHELLI NEW YORK, U.S.A i83-Bed general ommunity 
hospital.) Approved by the Joint Commission on Accreditation 
of Hospitals. Also approved by the American College of Surgeons 
and American Medical Association for Interneshiy nd Resideney 
training Only graduate fro pproved university schools 
accepted. Interneships ava le for the 1-year term commencing 


Ist July, 1958 Stipend is $200 per month plus complete 
maintenance 

Apply Superintende 
CANADA. REGINA baer tangents HOSPITAL, Regina, 
SASKATCHEWAN The foll K acen Guies Dee ippointment 
in an 800-Bed hos] vier eT 

(1) JUNIOR ROTATING INTERNSHIPS tipend $150 
per month, plus full maintenance 

2) ASSISTANT-RESIDENTS in Pathology, stipend $200 
per month, plus full maintenance 

(3) ASSISTANT-RESIDENTS 2 Rg agg ar led Surgery, 
stipend at the rate of $200 per mont f int-Residents 
fu od 


ene! ' Hospital, Regina 








Apply Superints 
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CANADA. won TRAFALGAR MEMORIAL HOS- 


PITAI Reynolds d vision = OAt LLI ONTARIO, 
ANADA HOSPITAI INTERN HIPS open to migrating 
ritish physicians l requ fo 6-1 nth contract) and 





B 
1 for Januar 6-montt mtract \ ‘ rage re uneration 
and opportunity to prey e for cou ‘ g exan 

Inquire to 


itions 
ition 











Public Appointments 


FACTORY ‘DOCTORS. | Factories Rots, 1937 and 1948. 
f Ww t ted |} rocte« is 
v int 4 


‘Chief Inspect f | tories 19 St Jemnen's 





juare, Lo 
Latest date for receipt 
District Co ty of application 
MONMOUTH MONM { 19TH JULY, 1959 
DERBYSHIRE COUNTY COUNCIL County Health 
DEPARTMENT. MATERNAL AND CHILD WELFARE MEDI 

















CAL OFFICER (Femak Applications vited from fully 
jualified medical pr titioner for tl “ e-tir superan 
nuable | Candidats uld ex] ed antenatal 
rk, mi fer nd childre s dise ( s they will be required 
to hold ce« the Cour Maternity and Child Wel 
fare (lini nd Centres, and to perf 1 other duties as 
m be quired = ‘ 4 £1475 p.a., 
plu uv allowance 
irticulars nd ! ble mm Dr. 
J. B.S. Mor Me Off Oft Mat 
lock, and should be returned t i pleted not later 
tl l4th July, 1958 
GLASGOW. CORPORATION OF pee met ys Health 
A WELFARE DEPARTMENT. A nvited for appoint 
ment as ¢ IT’ BACTE! LOLO¢ IST in tl Healt ind Welfare 
Depa t a salary seale of £192 nnual increments of 
“Ff #223 I responsible post for which 
i man of considerable all round ext t nee required. Applicants 
cine i hiploma in Public 


should hold a higher degree inn 
| t vy experienced 

y work and 
our ‘ ministrative 
He t Laboratory deals 
work of the Public 
f Glasgow and of general 
kes work for the Hospital 
st superannuable 

iss a medical 

















I ations, stating ag ind giving full particulars of 
jualifications ng, expe d publications, together 
with the names fer uld ddressed to me endorsed 
City Bacteriologist by 28th Ju 1958 
City Chambers, Glasgow W 1M KeRR, Town Clerk 
GLASGOW. CORPORATION OF GLASGOW. Health 
AND WELFARE DEPARTMENT ADT itions are invited for the 


ment of MEDICAL ASSISTANT BAC- 


whole-tim ippoint 
Applicants should have practical experience 


rE! 1OLOG IST 
of rou 





tine medical bacteriology d serology and preferably hold 
‘ Dip mma in Public Healtt Salary ale £1050-£50(3 )-€55(5) 
£1475 p.a. Postissuperannt subject to medical examination. 





ju ons and experience, with 
ich me by 3lst July, 1958, in an 
ment of Medical Assistant Bac- 
lown Clerk. 


Applications, stating 
ies of 3 referees 
envelope marked 

teriologist WILLIAM KERR, 





City Chambers, Glasgow. 
MONMOUTHSHIRE COUNTY COUNCIL. The Council 


ivite applications from ony qualified registered moe ~ practi- 











( rs for the ippointment of ASSISTANT EDICAL 
OFFI ER to the Refra tion Unit Preference will = oo to 
pI nts w experience in refraction work The salary will 
be at the rate of £1050 | rising by annual increments of 
£50 to £1200 and then by ¢4 t ximum of £147 rhe 
successful candidate will be required t wt under the direction 
f the County Medical Officer, to her whole time to the 
work of the County Council and t eside in such place as the 
( nty Coun may rmine rhe post will be subject to the 
provisions oO e Local Government Superannuation Acts and 
Regulations and to a satisfactory xa nation. 

Application forms and co itio service can be obtained 
from the County Medical Officer, ¢ bria House, Caerleon, to 
whom they hould be returned, "a I by copies of not 
more than 3 testimonials, not later than 14th July, 1958 


VERNON LAWRENCE, Clerk of the Council. 
County Hall, Newport, Mon 
SOUTH WESTERN GAS BOARD Applications are 
invited for appointment as CHIEF MEDICAL OFFICER to the 


Board Commencing salary between £2000 and £2500, depending 
on experience and qualifications Applicants should have had 
previous industrial experience and experience of gener il practice 
would also be an advantage 

Applications, accompanied by names of 2 referees should be 


by 14th July. and should be sent to the undersigned, from 

whom further particulars can be ¢ ned 

4. H. MORLAND, Secretary and Accountant. 

9a, Quiet-street, Batl 

SALFORD. CITY OF SALFORD Health Department. 
SENIOR ASSISTANT MEDICAL OFFICER — ations for 
this post are invited from qualified medical practitioners prefer 
ably with the D.C.H. or D.P.H. qualification. The appointment 
will be permanent and whole-time and the salary will be in 
wcordance with the scale £1465, rising by £55 annually to 
£1795 p.a. The commencing salary will be fixed within the scale 
according to qualifications and experience rhe post is super- 
innuable. 

Form of application and other particulars relating to the 
appointment may be obtaine d fr om the Medical Officer of Health, 
143. Regent-road, Salford, 5, by whom applications (including 
names of 2 referees) must be received not later than 19th July, 
1958 R. RIBBLESDALE THORNTON, Town Clerk. 
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MIDDLESEX COUNTY COUNCIL. County Heaith 
EPARTMENT ASSISTANT MEDI AL OFFICER Male or 
Female) required 8 (Hayes, Harlington, Ruislip-North 












wood, Uxbridge West Draytor Duties mainly in 
mnection wit! f he ti f mothers and young 
hildre tent ifare entres, toddlers clinics and day 
series ’ t 3 ~ is and ttendance 
y 1 lr s for = ! t Exper 
: le d ascertainment of tionally 
ibr ‘ Sa rv £1 ( ; 
£1475 p me ished, pensior e, 8 t lical 
Ay forms ‘ t f 2 refs es, t Are Med l 
fficer, Local Cour Offices, High-street, Uxbridge, Middlesex 
y 19th July Quote X.673 TI ( ssing disqualifies 
NORTHAMPTON COUNTY BOROUGH Assistant 
MEDICAL OFFICER OF HEALTH AND SCHOOL MEDICAI 
OFFICE! £10 & £1200-£55-4147 
Particulars and fort f ay ition, retur ble 2ist July 
from Medical Officer t Healt 7A, St. Gile . e, Northamp 
I VIVIAN Row}! Town Clerk 


CEDAR bts ty-dod SOROUGH or CLORAM. Appli- 






ns are inv i reg i prac f 
pointmer f ASSIST ANT. ME Di Al OFFI EI OF 
HEALTH TANT SCHOOL MEDICAL OFFICER 
‘ h affords excellent opportunity for obtaining experience | 
Public Healt { School Health Services. Salary £1050— | 
‘ #£1200-£ £147 I The point f entry w be fixed | 
gt s and expe Che pointment | 
Ss sul il sul tt ed x | 
Al s . x ilif : xper } 
d forw Med Office f Health, | | 
He ] Dey t ‘ H Old m, tog w cor } 
. 4 ~ f 2 pers Py ghom referer 
I WARI Ha, NES. Town Clerk 
SWINDON. BOROUGH OF SWINDON. Appointment of 
EPUTY {EDICAI OFFICER O} HEALTH AND HOOL | 
MED Al OFFICel ADI t ted f iu jua | 
fied medical practitioners holding a D n Public Heakth or 
4 f the pI f Dey ‘ | 
Medical Off fH nd Pri Borough School M 
ae so Area Medical Of Wilt 
t ( I ‘ m4 | 
g by 2 ents of £60, 2 t l4s. 7d llofé 16s | 
ix f £1663 Ys. 1 
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P = mas i wn Clerk, | 
Offices, =wind m, by 1or J 5s t r irs 
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TREASURY MEDICAL SERVICE Applications are 
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General Practice _ 


For an Executive Council post (England and Wales) apply on form E.C.16« 











PORTSMOUTH, HAMPSHIRE Applications invited for 


VACANCY due to resignatior Sout Port utl Inte 
mediate area List at present 1460. Re ke e surgery avail 
for purchase Successful appli t would t it ike 
over practice Ist September, 1958 App ri i. fat 
the undersigned not later than 14tl 
aso 
rk of el t x ( ! 

66,74 Pear Building Comine t ror ! 
SOUTHBOURNE, BOURNEMOUTH - Intermediate a 
irea Death VACANCY ! ite 2400 
Premises likely to be avai ‘ ApI ition ist be received 

t later than 12th J 158 ( ? r 
Exe tive ¢ l, Af ( I I irl 
WOLVERHAMPTON Applications invited for Vacancy 
Urbar ust t " Nat He t ery ‘ t t 
present pproxi1 te ) f wi roxit x50 t 
pupils and staff of a training ege I 

know! he ‘ we whet 
the patie Ss wil ectt the point 
The pres urgery \ 

Form E.C.16a t l J 1955 

( ie 2 I 
erk WW r bx 


__ Miscellaneous 


IMPERIAL CHEMICAL INDUSTRIES LIMITED 
WILTON W KS 


f 


ASSISTANT MEDICA OFFICER 





Med oft ' ‘ le 

ndustr 1 t Hew 

‘ | dic 
f nd é . 

sala wil e! t y 1 ex . 
but rt oun ? ‘ BM 4 

Experience it f ving 

sualt worl tl = I M 
D.P.H DL “ f 
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be btained f e 'M g , 

Cher Industrie I \ Work Midd 
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vise {1 dir he I I) t 
~ t I } i Al H 4 f 
stigat 4 re 
ug rolog . ‘ , - 
milk 1 food i Applic 
d ‘ g 
4 ID i is ! 
e int pe \ n | 
Depar ‘ ‘ t \ M 
' if . ) 
ty i xt 
‘ £3900 
Apply 4 fda f 
Manager, | Dey Lia ( “KI 
LIMIT } ! i. 


Part-time Consulting | Rooms to be Let in Harley- street 


Rents or £5) pe la ’ A | ELLIOTT AND 
BoYTON, 8687, Wimy treet, I WEL. 83 
Required, mte- August, Sec potary, 18 red youre interesting 
work f ra H , sttam h 
letter to 139, Harley-street, W.1 

= Snmaanae Diagnosis rid the Xenopus Method,” 24- hour 
service Send speci of riz ind 4 fees Hrematols 
Biochemistry Flame Photot etry WELBECK Bio! ie TAL 
LABORATORIES 26 Park-crescent Portland-place, W.1 


MUSeum 5386 


The British Journal of Medical Hypnotism br ty 
ib her Se tev terr 


£2 2s. p.a Orders Hove 
SUSSEX 

Microscopes. Highest prices: — for good modern types. 
Send or bring ur equipt WALLACE HEATON 


LTD., 127, New Bond-street, W.1 
Oid medical and scientific books, _eaeeree, og 
N 





ks. letters, &« wanted b tor Adare 
NCET Office, 7, Adam-street, Ad London, W.C.2 
Typewriting and Duplicating. First-class work at moder- 
ate prices by experienced medical typist Electric machines 
SYBIL RANG, 21, Heath-stree H pstead, London, N.W.3 








obtainable from the council Mark envelope Vacancy HAM $29 O504 
FRESSINGFIELD, § SUFFOLK. Applications invited “for Doctors requiring applications, theses copied: Write to 
Kural VACANCY ! will ie to resignati ) ,0th MANTON WESTMINSTER) LTD Oe Victoria-street, S.W.1 
Romben . oR r rf ' eneeatatl pproxin tely 1 (VIC. 0141 who are specialist 

B rs I ! House iding Pregnancy Diagnosis (Fee 21s.). —- of urine 
ret t f App B.C 1¢ accepted for testing (Hogben test) from doctors, hospitals and 
at J I ig f wi f er de be clinics anywhere. Results available hin ours. Fee reduced 
A. I I as, Clerk for hospitals and clinics. Telepl or write for details FAMILY 
I t ffolk Exe ( 1 } hy meg 3 ASSOCIATION 64 ine-street Londor S.W.1 
" SLOane sl or 9112 
P yy the Proprietors, THe LANceT LIMITED, Adam Street, Adelphi, in the County of Le don 
P HAZELL, WATSON AND ViINEY, Lrp., Leigh Road, Slough and Aylesbury Saturday "1958 


¢ > 
a! PRINTED IN GREAT BRITAIN—Entered ¢ 


us Second Class at the New York, U.S.A., Office 
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ADVERTISERS’ ANNOUNCEMENTS 








in infections of the 


THROAT & MOUTH 


Phenidex lozenges have an unusually 
wide range of antibacterial activity. 
and rapid spreading and penetrating 
properties. Their effect lasts from 45 
minutes to an hour. 

They effectively control mdderate 
infection caused by all common 


throat and mouth pathogens, includ- 
ing the ubiquitous Candida albicans. 


Phenidex lozenges quickly soothe 


commned 
ee 


the inflamed tissues. They are 
pleasant to take and equally suitable 
for adults and children. 


lozenges 


EACH LOZENGE CONTAINS: 


lyrothricin 0-5 milligrams 


Cetyl pyridinium chloride (C.P.C.) 2-5 milligrams 


Benzocaine B.P. 5-0 milligrams 
PACKING: Cartons of 18 lozenges sealed in 


metal foil. Basic N.H.S. cost 1/4d. 


Cc. L. BENCARD LTD. park ROYAL. LONDON, N.W.10 


5 jJuLy 1958 


1308/7S/1 








THE LANCET ADVERTISERS’ ANNOUNCEMENTS 5 jyuLy 1958 





Progress 


in the 


management of 


hypertension 


® 


AN M&B BRAND 
MEDICAI 
PRODUCT 


Important M&B contributions in this blocking agent synthesised in the May 
field include *‘Vegolysen’ brand & Baker research laboratories. Clinical 
hexamethonium bromide in_ 1950, studies have shown it to be an effective, 
‘Vegolysen’ T brand hexamethonium safe, and easily manageable hypoten- 


tartrate in 1952, *Ansolysen’ brand sive drug. 
pentolinium tartrate in 1953, and now 

the latest addition —‘Perolysen’ brand ‘Perolysen’ is presented as tablets 
pempidine tartrate of 5 mg. and 10 mg. in containers 
*Perolysen’ is a new oral ganglion of 50 and 500. 


The basic N.H.S. prices (excluding purchase tax) are: 25 x 5 mg. tablets 3s. 9d., and 25 x 10 mg. tablets 6s. 8d. 


‘PEROLYSEN’ 


trade mark brand 
PEMPIDINE FARTRA Tel 
MANUFACTURED BY 
MAY & BAKER LTD 
MASS28 


DISTRIBUTORS: PHARMACEUTICAL SPECIALITIES (MAY & BAKER LTD) . DAGENHAM 


iv 





